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PURPOSE OF THE HCBS WAIVER PROGRAM

The Medicaid Home and Community-Based Services (HCBS) waiver program is autherized in §1915(c) of the Social Security
Act. The program permits a state 1o furnish an array of home and community-based services that assist Medicaid beneficiaries to
live in the community and avoid institutionalization. The State has broad discretion to design its waiver program to address the
needs of the waivers target population. Waiver services complement and/or supplement the services thal are available to
participants through the Medicaid State plan and other federal, state and local public programs as well as the supports that families
and communities provide.

The Centers for Medicare & Medicaid Services (CMS) recognizes that the design and operational features of a waiver program
witl vary depending on the specific needs of the target pepulation, the resources available to the state, service delivery system
structure, state goals and objectives, and other factors, A State has the latitude to design a waiver program that is cost-cffective
and employs a variety of service delivery approaches, including participant direction of services,

1. Request Information

A. The State of North Dakota requests approval for an amendment to the following Medicaid heme and community-based
services waiver approved under authority of §1915(c) of the Social Security Act.

B. Program Title:
Autism Spectrum Disorder (ASD) Birth through Thirteen

C. Waiver Number:ND.0842

D. Amendment Number:

E. Proposed Effective Pate: (mm/ddfyy)

[o1/01/20
Approved Effective Date of Waiver being Amended: 11/01/18

2. Purpose(s) of Amendment

Purpose(s) of the Amendment. Describe the purpose(s) of the amendment:

increase the eligibility age to 'through their 13th year".

3. Nature of the Amendment

A. Component(s) of the Approved Waiver Affected by the Amendment. This amendment affects the following
cotnponent(s) of the approved waiver. Revisions to the affected subsection(s) of these componeni(s) are being submitted
concurrently (check each that applies):

Component of the
Approved Waiver

[:] Waiver I I

Application

Subsection(s)

D Appendix A
Waiver | |
Administration
and Operation

Appendix B | l

Participant
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Component of the

Approved Waiver Subsection({s}

Access and
Eligibility

U Appendix C
Participant I ]
Services

D Appendix D
Participant
Centered l I
Service
I'tanning and
Delivery

O Appendix £
Participant I |
Direction of
Services

I:] Appendix F
Participant |
Rights

0 Appendix G
Participant | I
Safeguards

D Appendix H

D Appendix |
Financial ] l
Accountability

[] Appendix J -
Cost-Neutrality | I
Demonstration

B. Nature of the Amendment. Indicate the nature of the changes to the waiver that are proposed in the amendment (check
edch that applies):

U Modify target group(s)

Ll Modify Medicaid eligibility

{ Add/delete services

] Revise service specifications

] Revise provider qualifications

L] Increase/decrease number of participants
O Revise cost neutrality demonstration

L Add participant-direction of services

Other
Specify:

revise length of age limit determination - increasing from through eleventh year to through thirtecntﬁ&ear per
Legislation mandate during the 66th Assemnbly. reflect rate increase for Service Management and Respite given by
legislation effective 7-1-19 of 2% this year and 2.5% in 2020,

I. Request Information (1 of 3)

A. The State of North Dakota reguests approval for a Medicaid home and community-based services (HCBS) waiver under
the authority of §1915{c) of the Social Security Act (the Act),
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B, Program Title (optional - this title will be used to locate this waiver in the finder):

Autism Spectrum Disorder (ASD)) Birth through Thirteen 1
C. Type of Request: amendment

Requested Approval Period: (For new waivers requesting five vear approval periods, the waiver must serve individuals
who are dually eligible for Medicaid and Medicare.)

O3 years ® 5 years

Draft ID: ND.012.62.01

D. Type of Waiver (select only onej:
ERegular Waiver_ -

E. Proposed Effective Date of Waiver being Amended: 11/01/18
Approved Effective Date of Waiver being Amended: 11/01/18

i. Request Information (2 of 3)

F. Level(s} of Care. This waiver is requested in order to provide home and community-based waiver services to individuals
who, but for the pravision of such services, would require the following level(s) of care, the costs of which would be
reimbursed under the approved Medicaid state plan (check each that applies):

4 Hospital
Select applicable level of care
o Hospital as defined in 42 CFR §440.10
If applicable, specify whether the state additionally limits the waiver to subcategories of the hospital tevel of
care:

) Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR §440.160
] Nursing Facility
Select applicable level of care
o Nursing Facility as defined in 42 CFR ?7440.40 and 42 CFR ?7440.155

If applicable, specify whether the state additionally limits the waiver to subcategories of the mursing facility level
of care:

i
i

O Institution for Mental Disease for persons with mental illnesses aged 65 and older as provided in 42 CFR
§440.140

Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/11D} (as defined in 42 CFR
§440,150)

If applicable, specify whether the state additionally limits the waiver 10 subcategories of the ICF/TID level of care:

The Sta‘tcrérdditionaliy Himits the waiver to individuals, birth through thirteen, with a diagnosis of autism spectrum
disorder (ASD) as determined within the most current DSM.

1. Request Information 3 of 3)

G. Concurrent Operation with QOther Programs. This waiver operates concurrently with another program (or programs)
approved under the following authorities
Select one:

® Not applicable
O Applicable
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Check the applicable authority or authorities:
4 Services furnished under the provisions of §1915(a)(1)(a) of the Act and described in Appendix [

U Waiver(s) anthorized under §1915(b) of the Act.
Specify the §1915(b) waiver program and incicate whether a4 §1915(b) waiver application has been submitted or
previously approved:

Specify the §1915(b) aunthorities under which this program operates (check each that applies).
l §1915(b) 1) (mandated enrollment to managed care)
Cl §1915(b)(2) (central broker)

U §1915(b)(3) {employ cost savings to furnish additional services)
L] §1915(b)(4} (selective contracting/limit number of providers)

[ A program operated under §1932(a) of the Act.
Specity the nature of the state pian benefit and indicate whether the state plan amendment has been submitted or
previously approved:

|

[ A program authorized under §1915(i} of the Act.
L] A program authorized under §1915(j) of the Act.

O A program authorized under §1113 of the Act.
Specify the program:

H. Dual Eligiblity for Medicaid and Medicare,
Check if applicable:

H This waiver provides services for individuals who are eligible for both Medicare and Medicaid.

2. Brief Waiver Description

Brief Waiver Description. /i one page or less, briefly describe the purpose of the waiver, including its goals, objectives,
organizational structure (e.g., the roles of state, local and other entities), and service delivery methods.
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The North Dakota Autism Spectrum Disorder (ASD) birth through thirteen (age 13) waiver provides service options for
individuals living with a primary caregiver. The goal of the waiver is to support the primary caregiver in maximizing the child’s
development and preventing out of home placements.

The objectives include:

1. Service Management(SM) to assist in the implementation of the participant service plan,
2. to provide respite care to support families, and

3. assistive technology.

The Service Manager (SM), assists in gaining access to needed medical, social, educational, and other resources and supports.
Families have the oplion to self~direct or choose provider directed respite supports and vendors supply assistive technology.
Families choosing self-directed respite have a Fiscal Agency to assist them with the process.

Participant Directed services are reimbursed at the usual and customary rate up to the individual budget Himit. Payment rates are
noted on the participant authorization that the SM reviews with the family prior to each authorization period. Al services are

authorized by an individual authorization compieted quaterly.

The state oversees the process from application to delivery of service inciuding child outcomes.

3, Componeiits of the Waiver Reguest

The waiver application consists of the following components. Note: [tem 3-E must be completed

A. Waiver Administration and Operation. Appendix A specifies the administrative and operational structure of this
waiver.

B. Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals who are served in this waiver,
the number of participants that the state expects to serve during each year that the waiver is in effect, applicable Medicaid
eligibility and post-eligibility (if applicable) requirements, and procedures for the evaluation and reevaluation of level of
care.

C. Participant Services. Appendix C specifies the home and community-based waiver services that are furnished through
the waiver, including applicable limitations on such services.

D. Participant-Centered Service Planning and Delivery. Appendix D specifies the procedures and metheds that the state
uses to develop, implement and monitor the participant-centered service plan (of care).

E. Participant-Direction of Services. When the state provides for participant direction of services, Appendix E specifies the
participant direction opportunities that are offered in the waiver and the supports that are available to participants who
direct thelr services. (Select one):

® Yes, This waiver provides participant direction opportunities. Appendix L is required.

O No. This waiver does not provide participant direction opportunities. Appendix E is not required.

F. Participant Rights. Appendix F specifies how the state informs participants of their Medicaid Fair Hearing rights and
other procedures to address participant grievances and complaints,

G. Participant Safeguards. Appendix G describes the safeguards that the state has established to assure the health and
welfare of waiver participants in specified areas.

H. Quality Improvement Strategy, Appendix H contains the Qualily Improvement Strategy for this waiver,

L. Financial Accountability. Appendix I describes the methods by which the state makes payments for waiver services,
ensures the integrity of these payments, and complies with applicable federal requirements concerning payments and
federal financial participation.

J. Cost-Neutrality Demonstration, Appendix J contains the state's demonstration that the waiver is cost-neutral.

4. Waiver(s) Requested
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A, Comparability. The state requests a waiver of the requirements contained in §1902(a)(10)B) of the Act in order to
provide the services specified in Appendix C that are not otherwise available under the approved Medicaid state plan to
individuals who: {a) require the level{s) of care specified in Item 1.F and (b) meet the target group criteria specified in
Appendix B.

B. Income and Resources for the Medically Needy. Indicate whether the state requests a waiver of §1902(a)(10X(CY(iH(IID
of the Act in order o use institutional income and resource rules for the medically needy (select ore):

O Not Applicable
PP
O No

® vyes

C. Statewideness. Indicate whether the state requests a waiver of the statewideness requirements in §1902(a)(1) of the Act
{select one):

® N
O Yes
[f yes, specify the waiver of statewideness that is requested {check each that applies):

] Geographic Limitation. A waiver of statewideness is requested in order to furnish services under this waiver
only to individuals who reside in the following geographic areas or political subdivisions of the state.
Specify the areas fo which this waiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area:

0 Limited Tmplementation of Participant-Direction. A waiver of statewideness is requested in order to make
participant-direction of services as specified in Appendix E available only to individuals who reside in the
following geographic areas or political subdivisions of'the state. Participants who reside in these areas may elect
to direct their services as provided by the state or receive comparable services through the service delivery
methods that are in efTect elsewhere in the state.

Specifv the areas of the state affected by this waiver and, as applicable, the phase-in schedule of the waiver by
geographic area:

5. Assurances

In accordance with 42 CI'R §441.302, the state provides the following assurances to CMS:

A. Health & Welfare: The state assures that necessary safeguards have been taken to protect the health and welfare of
persons receiving services under this waiver. These safeguards include:

1. As specified in Appendix C, adequate standards for all types of providers that provide services under this waiver;

2. Assurance that the standards of any state licensure or certification requirements specified in Appendix C are met
for services or for individuals furnishing services that are provided under the waiver. The state assures that these
requirements are met on the date that the services are furnished; and,

3. Assurance that all facilities subject to §1616(c) of the Act where home and community-based waiver services are
provided comply with the applicable state standards for board and care facilitics as specified in Appendix C.

B. Financial Accountability. The state assures financial accountability for funds expended for home and community-based
services and maintains and makes available to the Department of Health and Human Services (including the Office of the
Inspector General), the Comptroller General, or other designees, appropriate financial records documenting the cost of
services provided under the waiver, Methods of financial accountability are specified in Appendix L

C. Evaluation of Need: The state assures that it provides for an initial evaluation {and periodic reevaluations, at least
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annually) of the need for a level of care specified for this waiver, when there is a reasonable indication that an individual
might need such services in the near future (one month or less) but for the receipt of home and community-based services
under this waiver, The procedures for evaluation and reevaluation of level of care are specified in Appendix B,

. Choice of Alternatives: The state assures that when an individual is determined to be likely to require the level of care

specified for this waiver and is in a target group specified in Appendix B, the individual (or, legal representative, if
applicable) is:

1. Informed of any feasible alternatives under the waiver; and,

2. Given the choice of either institutional or home and community-based waiver services, Appendix B specifies the
procedures that the state employs to ensure that individuals are informed of feasible alternatives under the waiver
and given the choice of institutional or home and community-based waiver services,

. Average Per Capita Expenditures: The state assures that, for any year that the waiver is in effect, the average per capita

expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that would have been
made under the Medicaid state plan for the level(s) of care specified for this waiver had the waiver not been granted. Cost-
neutrality is demonstrated in Appendix J.

. Actual Total Expenditures: The state assures that the actual total expenditures for home and community-based waiver

and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals under the waiver
will not, in any year of the waiver period, exceed 100 percent of the amount that would be incurred in the absence of the
waiver by the state's Medicaid program for these individuals in the institutional setting(s) specified for this waiver,

Institutionalization Absent Waiver: The state assures that, absent the waiver, individuals served in the waiver would
receive the appropriate type of Medicaid-funded institutional care for the level of care specified for this walver,

. Reporting: The state assures that annually it will provide CMS with information concerning the Impact of the waiver on

the type, amount and cost of services provided under the Medicaid state plan and on the health and welfare of waiver
participants. This information wilt be consistent with a data collection plan designed by CMS.

. Habilitation Services. The state assures that prevocational, educational, or supported employment services, or a

combination of these services, if provided as habilitation services under the waiver are: (1) not otherwise available to the
individual through a local educational agency under the Individuals with Disabilitics Education Act (1DEA) or the
Rehabilitation Act of 1973; and. (2) furnished as part of expanded habilitation services.

. Services for Individuals with Chronic Mental Illness. The state assures that federal financial participation (FFP) will

not be claimed in expenditures for waiver services including, but not limited to, day treatment or partial hospitalization,
psychosocial rehabilitation services, and clinic services provided as home and community-based services to individuals
with chronic mental illnesses if these individuals, in the absence of a walver, would be placed in an IMD and are: (1) age
2210 64; (2) age 65 and older and the state has not included the optional Medicaid benefit cited in 42 CFR §440.140; or
(3) age 21 and under and the state has not included the optional Medicald benefit cited in 42 CFR § 440.160.

6. Additional Requirements

Note: Fem 0-F inust be completed.

A.

C.

Service Plan. In accordance with 42 CFR §441.301(b){1)(i), a participani-centered service plan (of care) is developed for
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the
service plan. The service plan describes: (a) the waiver services that are furnished to the participant, their projected
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source,
including state plan services) and informal supports that complement waiver services in meeting the needs of the
participant. The service plan is subject to the approval of the Medicaid agency. Federal financial participation (FFP) is not
claimed for waiver services furnished prior to the development of the service plan or for services that are not included in
the service plan.

. Inpatients. In accordance with 42 CFR $441.301(b)(1)(ii), walver services are not furnished to individuals who are in-

patients of a hospital, nursing facility or ICF/HD.
Room and Board. In accordance with 42 CFR §441.310(a)(2), FFP is nol claimed for the cost of room and beard except
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M)

when: (a) provided as part of respite services in a facility approved by the state that is not a private residence or {b)
ciaimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides i the
same household as the participant, as provided in Appendix I,

. Access to Services, The state does not limit or restrict participant access to waiver services except as provided in

Appendix C,

. Free Choice of Provider. In accordance with 42 CFR §431.151, a participant may select any willing and qualified

provider to furnish waiver services included in the service plan unless the state has received approval to limit the number
of providers under the provisions of §1915(h) o another provision of the Act.

. FFP Limitation. In accordance with 42 CFR §433 Subpart D, FFP is not claimed for services when another third-party

(e-.g., another third party health insurer or other federal or state program) is legally tiabie and responsible for the provision
and payment of the service, FFP also may not be claimed for services that are available without charge, or as free care {0
the community. Services will not be considered to be without charge, or free care, when (1} the provider establishes a fee
schedule for each service available and (2) collects insurance information from alt those served (Medicaid, and non-
Medicaid), and bills other legally liable third party insurers. Alternatively, if a provider certifies that a particular legally
liatle third party insurer does not pay for the scrvice(s), the provider may not generate further hills for that insurer for that
antal period,

. Fair Hearing: The state provides the opportunity to request a Fair Hearing under 42 CFR §431 Subpart E, to individuals:

(a) who are not given the choice of home and community-based waiver services as an alternative to institutional level of
care specified for this waiver; (b) who arc denied the service(s) of their choice or the provider(s) of their choice; or {c)
whose services are denied, suspended, reduced or terminated. Appendix F specifies the state's procedures to provide
individuals the opportunity to request a Fair Hearing, including providing notice of action as required in 42 CFR §431.210.

. Quality Improvement. The state operates a formal, comprehensive system to ensure that the waiver mects the assurances

and other requirements contained in this application. Through an ongoing process of discovery, remediation and
improvement, the state assures the health and welfare of participants by monitoring: {(a) level of carc determinations; (b)
individual ptans and services delivery; (c) provider qualifications; (d) participant health and welfare; {&) financial oversight
and () administrative oversight of the waiver. The state further assures that all problems identified through its discovery
processes are addressed in an appropriate and timely manner, consistent with the severity and nature of the problem.
During the period that the waiver is in effect, the state will implement the Quality Improvement Steategy specified in
Appendix H.

. Public Input, Describe how the state secures public input into the development of the waiver:

The Noith Dakota Department of Human Services sent letters of intent to the recognized tribes in North Dakota and
public comments were accepted for 30 days. In addition, the ASD taskforce holds meetings quarterly and cotlects
information on feedback and recommendations of ASD waiver services. Each taskforce meeting included statewide
video conferencing sites where the public presented their thoughts and views on autism services. Satisfaction surveys
were sent out in early January 2019 to ASD waiver participants' legal guardians, inquiring about what worked and what
was needed in the future, We maintain an online webpage where the public can contact Autism Services at any point
with feedback or concerns regarding the ASD waiver,

The dates of the Public Notice were from August 28th, 2019 to 5:00pm on September 26, 2019. The methods used to
inform the public were having the notice posted online and Stockholders being notified by email, Taskforce members
were sent copies of the published notice. Advocate organizations put the notice out on their newsfetters. ND Medicaid
Medical Advisory Committee was notified in May and August 2019 of intent and emails a copy of the published notice in
August, 2019. A News Release was also sent out with the information.

The web addresses are as follows:

Public notice: http://

Tribal notice: http://

News:http:/fwww.

DHS received --- comments from the public. The focus on most comments was the

. Notice to Tribal Governments. The state assures that it has notified in writing all federaily-recognized Tribaj

Governments that maintain a primary office and/or majority population within the State of the State's intent to submit a
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Medicaid waiver request or renewal request to CMS at least 60 days before the anticipated submission date is provided by
Presidential Executive Order 13175 of November 6, 2000. Evidence of the applicable notice is available through the

Medicaid Agency.

K. Limited English Proficient Persons. The state assures that it provides meaningful access to waiver services by Limited
English Proficient persons in accordance with: () Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121)
and (b) Department of lHealth and Human Services "Guidance to Federal Financial Assistance Recipients Regarding Title
V1 Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons" (68 FR 47311 -
August 8, 2003). Appendix B describes how the state assures meaningful access to waiver services by Limited English

Proficicnt persons.

7. Contact Person(s)

A. The Medicaid agency representative with whom CMS should communicate regarding the waiver is:

Last Name:

First Name:

Title:

Agency:

Address:

Address 2:

City:

State:

Zip:

Phone:

Fax:

E-mail:

[Barchenger |

[Katherine |

[State Autism Coordinator |
IND Department of Human Services |
[600°E. Boutevard Ave, |
[ept. 325 |
[Bismarck

North Dakota

58505

701 328-8949 | exe] 100 rry

7oty 328-4875 |

[kbarchengcr@nd.gov

B. If applicable, the state operating agency representative with whom CMS shoutd communicate regarding the waiver is:

Last Name:

First Name:

Title:

IKnapp |

|Cap1-icc |
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IDircctor of the Department of Human Services I
Agency:

[ND Department of Human Services |
Address:

[600 E. Boulevard Ave, |
Address 2:

[Dept. 325 |
City:

IBismarck
State: North Daketa
Zip:

58505
Phone:

{(701) 328-1653 | Ext] [D Ty
Fax:

[(701) 328-4875 |
E-mail:

8. Authorizing Signature

This document, together with the attached revisions to the affected components of the waiver, constitutes the state's request to
amend its approved waiver under §1915(c) of the Social Security Act. The state affirms that it will abide by all provisions of the
waiver, including the provisions of this amendment when approved by CMS. The state further attests that it wilf continuously
operate the waiver in accordance with the assurances specified in Section V and the additional requirements specified in Section
V1 of the approved waiver. The state certifies that additional proposed revisions to the waiver request will be submitted by the
Medicaid agency in the form of additional waiver amendments.

Signature:
State Medicaid Director or Designee

Submission Date: !
Note: The Signature and Submission Date ficlds will be automatically completed when the State
Medicaid Director submits the application.

Last Name:

First Name:

Title:

Ageney:

Address:
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Address 2:

City:
I |
State: North Dakota
Zip:
I I
Phone:
{ {Ext: | C oy
Fax:
I |
E-mail:
Attachments _ __J

Attachment #1; Transition Plan
Check the box next to any of the following changes from the current approved waiver, Check all boxes that apply.

[ Replacing an approved waiver with this waiver.

O Combining waivers.

0 Splitting one waiver into two waivers.

Ll Eliminating a service.

] Adding or decreasing an individual cost limit pertaining to eligibility.

4 Adding or decreasing limits to a service or a set of services, as specified in Appendix C.

O Reducing the unduplicated count of participants (Factor C),

u Adding new, or decreasing, a limitation on the number of participants served at any point in time,

] Making any changes that could result in some participants losing eligibility or being transferred to another waiver
under 1915(c) or another Medicaid authority.

] Making any changes that could result in reduced services to participants.

Specify the transilion plan for the waiver:

%

Attachment #2: Home and Community-Based Settings Waiver Transition Plan

Specify the state's process fo bring this waiver into compliance with federal home and community-based (HCB) setlings

requirements at 42 CFR 441.301{c)(4)-(5), and associated CMS guidance.

Consuit with CMS for instructions before completing this item. This field describes the status of a transition process at the point in

time of submission. Relevant information in the planning phase will differ from information required to describe attainment of

milestones.

To the extent that the state has submitted a statewide HCB settings transition plan to CMS, the description in this field may

reference that statewide plan. The narvative in this field must include enough information to demonstrate that this waiver

complies with federal HCB sellings requirements, including the compliance and transition requirements at 42 CIR 441.301(c}(6),

and that this submission is consistent with the portions of the siatewide HCB sefrings transition plan that are germane to this

waiver. Quote or summarize germane portions of the statewide HCB settings transition plan as required.

Note that Appendix C-5 HCB Settings describes settings that do not require transition; the settings listed there meet federal HCB

sefting requirements as of the date of submission. Do not duplicate that information here.

Undate this field and dppendix C-5 when submitting a revewal or amendment ta this waiver for other purposes. It is not

necessary for the state fo amend the waiver solely for the purpose of updating this field and Appendix C-5. At the end of the state's
08/18/2019



Application for 1915(c) HCBS Waiver: Draft ND.012.02.01 - Jan 01, 2020 Page 12 of 140

HCB settings ransition process for this waiver, when all waiver settings meet federal HCB setting requirements, enter
"Completed" in this field, and include in Section C-5 the information on all HCB settings in the waiver.

Settings for the services fisted below are presumed to fully comply with the regulatory requirements because they are settings
where individualized services arc being provided in the recipient’s private home and allow the client full access to community
living. Recipients get to choose what service and supports they want to receive and who provides them. Recipients are free to
choose te seck employment and work in competitive settings, engage in community lifc and control their personal resources as
they see fit.

The goat of the waiver: The goal of the waiver is to support the primary caregiver to maximize the child’s development' and
preventing out of home placements.

Assistive Technology - Equipment and supplies to help people live more independently.

Respite - Short-term relief provided to full-time caregivers. Respite is limited 40 or 60 hours per month based on the level of
support listed on individual Participant Pian of Care.

Service Management - An individualized process that assesses a participant’s needs, explores service options, determines
cligibility, and provides a link between community resources and qualified service providers

The Depariment reviewed the North Dakota Century Code (NDCC), the North Dakota Administrative Code (NDACQ), licensing
rules and regulations, and other policy materiats to identify changes necessary to ensure compliance with the HCBS settings
requirements.

For ND Century Code changes, the Department wiil bring lorward the recommended changes to the ND Legislative Assembly in
2019. The Legislature meets every other year, with the next legislative session starting January 2019. During this process the
public has an opportunity to provide comments, either in testimony or written: correspondence. 1f legislation is approved, it
would generally take effect August ist of that same vear.

For ND Administrative Code, the Department prepares the proposed changes and per the Administrative Rule process, a public
hearing is held, Notice of Administrative rule changes are published Draft rules require a 20 day public comment period, which
is followed by a public hearing. All public comments are responded to by the Legal Advisory Unit with the assistance of
program and incorporated into the rule as necessary. The draft rule and public comment are then presented to the legislative
administrative rules commitiee for review and approval. The rule making process generally takes up o nine menths.

To review the entire North Dakota Crosswalk of Systemic Assessment of the Autism Spectrum Disorder {ASD)Birth through
Eleven to include the compliant, non-compliant, silent in state standards, followed by remediation the following link has been
provided. htip://www.nd.gov/dhs/info/pubs/docs/medicaid/nd-revised-preliminary-statewide-transition-plan-hebs-settings-with-
cms-systemic-approval-11-1-16(2).pdf This document will be updated once the waiver amendment is approved.

North Dakota assures that the setting transition plan included in this waiver renewal will be subject to any provisions or
requirements included in the State's approved Statewide Transition Plan. North Dakota will implement any reguired changes
upon approval of the Statewide Transition Plan and will make conforming changes to its waiver when it submits the next
amendment or renewal,

Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional);
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The North Dakota Department of Human Services acknowledges that there are legal and stakeholder partnerships with the Indian
Tribes in North Dakota. These partnerships have grown throughout the years and will continue to be an integral part of
impiemenrting the revisions set forth by the American Recovery & Reinvestment Act (ARRA) and the Patient Protection and
Affordable Care Act (ACA).

It is the intent of the North Dakota Department of Human Services to consult on a regular basis with the Indian Tribes
established in North Dakota on matters relating to Medicaid and Children’s Health Insurance Program (CHIP) eligibility and
services, which are tikely o have a direct impact on the Indian population, This consultation process will ensure that Tribal
governments are included in the decision making process when changes in the Medicaid and CHIP programs will affect items
such as cost or reductions and additions to the progran:. The North Dakota Department of Human Services shalt engage Tribal
consultation with a State Plan Amendment, waiver proposal or amendment, or demonsiration project proposai when any of these
items will likely have a direct impact on the North Dakota Tribes and/or their Tribal members,

Direct Impact:

Direct impact is defined as a proposed change that is expected to affect Indian Tribes, Indian Health Services (IHS}) and/or
Native Americans through: a decrease or increase in services; a change in provider qualifications; a change in service eligibility
requirements; a change in the compliance cost for IHS or Tribal health programs; or a change in reimbursement rate or
methodology.

Consuitation:

When it is determined that a proposal or change woutd have a direct impact on North Dakota Tribes, Indian Health Services or
American Indians, the North Dakota Department of Human Services will issue written correspondence via standard mail and
email to Tribal

Chairs, Tribal Healthcare Directors, the Executive Director of the Indian Affairs Commission, Indian Health Services
Representatives and the Executive Director of the Great Plains Tribal Chairmen’s Health Board. In addition to the written
correspondence, the Department may use one or more of the following methods 1o provide notice or request inpul from the North
Dakota Indian Tribes and IHS.

a. Indian Affairs Commission Meetings

b. Interim Triba! and State Relations Committee Meetings

¢. Medicaid Medical Advisory Commitiee Mestings

d. Independent Tribal Council Meetings

Ongoing Correspondence:
» A web link will be located on the North Dakota Department of Human Services website specific to the North Dakota Tribes.
Information contained on this link will include: notices described below, proposed and final State Plan amendments, {requenty
asked questions and other applicable documents.

+ A specific contact at the North Dakota Department of Human Services Medical Services Division, in addition to the Medicaid
Director, will be assigned for all ongoing Tribal needs. This contact information will be disseminated in the conlinzing
correspondence with the North Dakota Tribes.

Content of the written correspondence will include:

+ Purpose of the proposal/change

« Effective date of change

» Anticipated impact on Tribal population and programs

« Location, Date and Time of Face to Face Consultation OR If Consultation is by Written Correspondence, the Method for
providing comments and a timeframe for responses. Responses to written correspondence are due to the Department 30 days
after receipt of the writlen notice.

Meeting Requests:

In the event that written correspondence is not sufficient due to the extent of discussion needed by either party, The North
Dakota Department of Human Services, the North Dakota Tribes, or Indian Health Services can request a face to face meeting
within 30 days of the wrillen correspondence, by written notice, to the other parties.

Appendix A: Waiver Administration and Operation

1. State Line of Authority for Waiver Operation, Specify the state linc of authority for the operation of the waiver (select
ongy:

® The watver is operated by the state Medicaid agency.
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Specify the Medicaid agency division/unit that has line authority for the operation of the waiver program (select one):

® The Medical Assistance Unit.

Specily the unit name:

Medical Services Division

(Do not complete item A-2)

O Another division/unit within the state Medicaid agency that is separate from the Medical Assistance Unit.

Specify the division/unit name. This includes administrations/divisions under the umbrelia agency that has been
identified as the Single State Medicaid Agency.

(Complete item A-2-a).

O The waiver is operated by a separate agency of the state that is not a division/unit of the Medicaid agency.

Specify the division/unit name:

In accerdance with 42 CFR §431.10, the Medicaid agency exercises administrative discretion in the administration
and supervision of the waiver and issues poticies, rules and regulations related to the waiver. The interagency
agreement or memorandum of understanding that sets forth the authority and arrangements for this policy is available
through the Medicaid agency to CMS upon request. (Complete item A-2-b).

Appendix A: Waiver Administration and Operation

2. Oversight of Performance,

a. Medicaid Director Oversight of Performance When the Waiver is Operated by another Divisien/Unit within
the State Medicaid Agency. When the waiver is operated by another division/administration within the umbreila
agency designated as the Single State Medicaid Agency. Specify (a) the functions performed by that
division/administration {i.¢., the Developmental Disabilitics Administration within the Single State Medicaid
Agency), (b) the document utilized to outline the roles and responsibilities related to waiver operation, and (¢) the
methods that are employed by the designated State Medicaid Director (in some instances, the head of umbrella
agerncy) in the oversight of these activities:

As indicated in section 1 of this appendix, the waiver is not operated by another division/unit within the
State Medicaid agency. Thus this section does not need to be completed.

b, Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the
Medicaid agency, specify the functions that arc expressly delegated through a memerandum of understanding
(MOU) or other written document, and indicate the frequency of review and update for that document. Specify the
methods that the Medicaid agency uses to ensure that the operating agency performs its assigned waiver
operational and administrative functions in accordance with waiver requirements. Also specify the frequency of
Medicaid agency assessment of operating agency performance:

As indicated in section | of this appendix, the waiver is not operated by a separate agency of the State, Thas
this section does not need to be completed.,

Appendix A: Waiver Administration and Operation
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3. Use of Contracted Entities. Specify whether contracted entities perform waiver operational and administrative functions
on behalf of the Medicaid agency and/or the operating agency (if applicable) (sefect one).

® vyes. Contracted entities perform waiver operational and administrative functions on behalf of the Medicaid
agency and/or operating agency {if applicable),
Specify the types of contracted entities and briefly describe the functions that they perform. Ceniplete {tems A-5 and
A-6.:

lA contract with a Fiscal Agent to support self-directed activity of respite through the ASD waiver is in place.

O No. Contracted entities do not perform waiver operational and administrative functions on behalf of the
Medicaid agency and/or the operating agency (if applicable}.

Appendix A: Waiver Administration and Operation

4. Role of Local/Regional Non-State Entities. Indicate whether local or regional non-state entities perform waiver
operational and administrative functions and, if so, specify the type of entity (Select One):

® Not applicable

o Applicable - Local/regional non-stale agencies perform waiver operational and administrative functiens.
Check each that applies:

[ Local/Regional non-state public agencies perform waiver operational and administrative functions at the local
or regional level, There is an interagency agreement or memorandum of understanding between the State
and these agencies that sets forth responsibilities and performance requirements for these agencies that is
available through the Medicaid agency.

Specify the nature of these agencies and complete items A-5 and A-6.

[ Local/Regional non-governmental non-state entities conduct waiver operational and administrative functions
at the local or regional level. There is a contract between the Medicaid agency and/or the operating agency
{when authorized by the Medicaid agency) and each local/regionai non-state entity that sets forth the
responsibilities and performance requirements of the local/regional entity. The contract(s) under which private
entities conduct waiver operational functions are available to CMS upon request through the Medicaid agency or
the operating agency (if applicable).

Specify the nature of these entities and complete items A-5 and A-6:

Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or Local/Regional Non-State Entittes, Specify the
state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state enlities in
conducting waiver operational and administrative functions:

The ND Department of Human Services (Department), Medical Service- HCBS unit, will assist in the monitering of the
jFiscal Agent contract per Department contract oversight protocol.

Appendix A: Waiver Administration and Operation

6. Assessment Methods and Frequency. Describe the methods that are used to assess the performance of contracted and/or
local/regional non-state entities to ensure that they perform assigned waiver operational and administrative functions in
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accordance with waiver requirements. Also specify how frequently the performance of contracted and/or local/regional

non-state entities is assessed:

available online to the service managers and families.

procedures.

quarterly.

Fiscal Agent activities are continually monitored by families, Service Managers, and the state through on-line individual
balance sheet repotts. Feedback is solicited from families working with the Fiscal Agent to measure satisfaction with the
current contractor. The Depariment of Human Services also monitors monthly contract billings.

The Fiscal Agent contract is monitored by calls with the Autism Services Program Adminisérator, monthly reports are

The contract is monitored at least every 6 months following the Department of Human Services contract oversight

The family's satisfaction with the contractor is addressed at each participant's service plan meeting, which is reviewed

Appendix A: Waiver Administration and Operation

7. Distribution of Waiver Operational and Administrative Functions. I the following table, specify the entity or entities
that have responsibility for conducting each of the waiver operational and administrative functions listed (check each that

applies):

In accordance with 42 CFR §431.10, when the Medicaid agency does not directly conduet a function, it supervises the
performance of the function and establishes and/or approves policies that affect the function. All functions not performed
directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Agency. Nofe: More than
one box may be checked per item. Ensure that Medicaid is checked when the Single State Medicaid Agency (1) conducts
the function direcily; (2) supervises the delegaied function; andior (3) establishes and/or approves policies related to the

Junction.

Function

Medicaid Agency

Contracted Entity

Participant waiver enrollment

Waiver enrollment managed against approved limits

Waiver expenditures managed against approved levels

Level of care evaluation

Review of Participant service plans

Prior authorization of waiver services

Utilization management

Qualified provider enroilment

Execution of Medicaid provider agreements

Establishment of a stnfewide rate methodology

Rules, policies, procedures and information development governing the waiver program

Quality assurance and quality improvement activities

(| &I| &< IxI} B4 K| X < X)) | X)) X

Da LI O &I O] Of &) Of &) & O [

Appendix A: Waiver Administration and Operation

Quality Improvement: Administrative Authority of the Single State Medicaid

Agency

As a distinct component of the States quality improvement strategy, provide information in the following fields 1o detail the States

methods for discovery and remediation.

a. Methods for Discovery: Administrative Authority
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The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of thie waiver
program by exercising oversight of the performance of waiver functions by other state and localiregional non-state
agencies (if appropriate) and contracted entities.

i. Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance, complete
the following. Performance measures for administrative authority should not duplicate measures found in other
appendices of the waiver application, As necessary and applicable, performance measures should focus on:
» Uniformity of development/execution of provider agreements throughout ail geographic areas covered by
the waiver
= Equitable distribution of waiver openings in all geographic areas covered by the waiver
» Compliance with HCB settings requirements and other new regulatory components (for waiver actions
submitted on or after March 17, 2014}

Where possible, include numerator/denominator,

For each performance measure, provide information on the gggresgated data that will enable the State to analyze
and assess progress toward the performance measure. In this section provide information.on the method by which
each source of data is analvzed statisticallv/deductively or induciively, how themes are identified or conclysions
drawn,_and how recommendations are formuilated,_where appropriate,

Performance Measure:

Number and percent of self-directed services, correctly paid by the fiscal agent, that ave
authorized on the participant's authorization. N: The number of authorized services,
correctly paid for by the fiscal agent, that are on the authorization. D: All self-directed
services paid by the fiscal agent.

Data Source (Sclect one):
Other

If'Other' is selecled, specify:
Report from fiscal agent

Responsible Party for data | Frequency of data Sampling Approach{check
collection/generation(check | collection/generation(check Jeach that applies).
each that applies): each that applies):
State Medicaid L) Weekdy 100% Review
Agency
[ Operating Agency ] Monthly . Less than 100%
Review
O Sub-State Entity 0 Quarterly O Representative
Sample
Confidence
Interval =
U Other C1 Annually U stratified
Specify: Describe Group:
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Continuously and U Other
Ongoing Specify:
O other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation Frequency of data aggregation and

and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [ Weekly
L] Operating Agency ] Monthly
O Sub-State Entity O Quarterly
O Other
Specify:

Annually

[ Continuously and Ongoing

U Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

b, Methods for Remediation/Fixing Individual Problems
i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to decument these items.
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Upon discovery the fiscal agent contacts the service manager for any services not on authorization. The services
manager works with the family to resolve the issue. Issues and solutions are documented in web-based data
system by the service manager. Services manager communicates resolution to the fiscal agent.

The service managers are responsible for addressing individual problems; if resolution cannot be found, the
service manager contacts the state autism coordinator for resolution. The state maintains documentation that
tracks training, policy changes, recouped funds and terminations,

ii. Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that appiies):

State Medicaid Agency O Weekly
C Operating Agency O Monthly
O Sub-State Entity Quarterly
O Other

Specify:

‘‘‘‘‘ . ad Annually

O Continuously and Ongoing

L] Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timetines to design
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-
operational,

©N0

Q Yes
Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix B: Participant Access and Eligibility
B-1: Specification of the Waiver Target Group(s)

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the state limits walver services to one or more
groups or subgroups of individuals. Please sec the instruction manual for specifics regarding age limits. /n accordarnce
with 42 CFR §441.301(b)(6), select one or more waiver larget groups, check each of the subgroups in the selected targe!
group(s) that may receive services under the waiver, and specify the minimum and maximum (if any) age of individuals
served in each subgroup:
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Maximum Age
Target Group Included Target SubGroup Minimum Age Maximum Age |No Maximum Age
Limit Limit

U Aged ]

[ [pisabled (Physical)

':] Disabled (Other)

Ul Brain Injury M
] HIV/AIDS O
O Medically Fragile EI
D [Technology Dependent D

Developmental Disability

Aartism 0
L]
[

Elntellectual Disability

D Mental Hiness C]

D Serious Emotional Disturbance

b, Additionak Criteria. The state further specifies its target group(s) as follows:

The state limits this waiver to individuals on the Autism Spectrum Disorder, under the age of 14, The state further limits
this waiver to families agreeing to self-direct assistive technology.

¢. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age limit that applies to
individuals who may be served in the waiver, describe the transition planning procedures that are undertaken on behalf of
participants affccted by the age limit (sefect one):

O Not applicable. There is no maximum age limit

® The following transition planning procedueres are employed for participants who will reach the waiver's
maximum age limit.

Specify:

Families are made aware of the maximum age limit and duration upon enrotlment. The service manager coordinates
with the Part I of (IDEA) Individuals with Disabiiities Education Act to facilitate their participation in school and
by the participant's fourteenth birthday makes the family aware of other support options including the traditional DD
waiver, state plan services, Buy-In Program, CHIP, and other informai supports available within their communities.
One year prior to the child aging off of waiver, their participant service plan contains a transition of outcomes and
activities.

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (1 of2)

a. Individeal Cost Limit. The following individual cost limit applies when determining whether to deny home and
community-based services or entrance to the waiver to an otherwise eligible individual (select one). Please note that a state
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may have only ONE individual cost limit for the purposes of determining cligibility for the waiver:
® No Cost Limit. The state does not apply an individual cost limit. Do not complete lrem B-2-b or item B-2-¢,

O Cost Limit in Excess of Institutional Costs. The state refuses entrance to the waiver to any otherwise eligible
individual when the state reasonably expects that the cost of the home and community-based services furnished to
that individual would exceed the cost of a level of care specified for the waiver up to an amount specified by the state.
Complete ltems B-2-b and B-2-¢.

The limit specified by the state is (select one)
O A tevel higher than 100% of the institutional average.
Specify the percentagezz
O Other

Specify:

]
i

O Institutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the slate refuses entrance to the waiver to any otherwise
eligible individual when the state reasonably expects that the cost of the home and community-based services

furnished o that individual would exceed 100% of the cost of the level of care specified for the waiver, Complete
{tems B-2-b and B-2-c.

Cost Limit Lower Than Institutional Costs. The state refuses entrance to the waiver to any otherwise qualified
individual when the state reasonably expects that the cost of home and community-based services furnished to that

individual would exceed the following amount specified by the state that is less than the cost of a level of care
specified for the waiver,

Specify the basis of the limit, including evidence thal the limit is sufficient to assure the health and welfare of walver
participants. Complete Items B-2-b and B-2-c.

The cost limit specified by the state is (select one):

O The following dollar amount;

Specify dollar amounl:I:|

The dollar amount (select one)

O adjusted each year that the waiver is in effect by applying the following formuta:

Specify the formula:

o) May be adjusted during the period the waiver is in effect. The state will submit a waiver
amendment to CMS to adjust the dollar amount.

O The following percentage that is less than 100% of the institutional average:

Specify percent:
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[ 1

o) Other:

Specify:

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (2 of 2)

Answers provided in Appendix B-2-a indicate that you do not need to complete this section.

b. Method of Implementation of the Individual Cost Limit. When an individual cost limit is specified in ltem B-2-a,
specify the procedures that are followed to determine in advance of waiver entrance that the individual's health and welfare
can be assured within the cost limit:

¢. Participant Safeguards. When the state specifies an individual cost limit in ltem B-2-a and there is a change in the
participant's condition or ¢ircumstances post-entrance to the waiver that requires the provision of services in an amount
that exceeds the cost limit in order to assure the participant's health and weifare, the state has established the following
safeguards to avoid an adverse impact on the participant (check each that applies):

[ The participant is referred to another waiver that can accommodate the individual's needs.

L Additional services in excess of the individual cost limit may be authorized.

Specify the procedures for authorizing additional services, including the amount that may be authorized:

L] Other safeguard(s)

Specify:

Appendix B: Participant Access and Eligibility
B-3: Number of Tndividuals Served (1 of4)

a. Unduplicated Number of Participants. The following table specifies the maximum number of unduplicated participants
whe are served in cach year that the waiver is in effect. The state will submit a waiver amendment to CMS to modify the
number of participants specified for any year(s), including when a modification is necessary duc to legislative
appropriation or another reason. The number of unduplicated participants specified in this table is basis for the cost-
neutrality calcutations in Appendix I

Table: B-3-a
Waiver Year Unduplicated Number of Participants

Year 1
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Waiver Year Unduplicated Number of Participants

96

Ycear 2 96

Year 3 06

Year S 6

L% 1]
[ 1]
vear s ]
[ ]

b. Limitation on the Number of Participants Served at Any Point in Time. Consistent with the unduplicated number of
participants specified in Item B-3-a, the state may limit to a lesser number the number of participants whe will be served at
any point in time during a waiver year, Indicate whether the state Hmits the number of participants in this way: (select one)

® The state does not limit the number of participants that it serves at any point in time during a waiver
year.

Q The state limits the number of participants that it serves at any point in time during a waiver year.

The limit that applies to cach year of the waiver period is specified in the following table:

Table: B-3-b
Waiver Year Maximum Number of Participants Served
At Any Point During the Year
vear 1 l—.—._l
Year 2 I_—'——I
Year 3 [—'I
Year 4 I ™ I
Year 5 | 1

Appendix B: Participant Access and Eligibility
B-3: Namber of Individuals Served (2 of 4)

¢. Reserved Waiver Capacity. The state may reserve a portion of the participant capacity of the waiver for specified
putposes (e.g., provide for the community transition of institutionalized persons or furnish walver services t individuals
experiencing a crisis) subject to CMS review and approval. The State (select one):

® Not applicable. The state does not reserve capacity,

O The state reserves capacity for the following purpose(s).

Appendix B: Participant Access and Eligibility
B-3; Number of Individuals Served (3 of 4)

d. Scheduled Phase-Tn or Phase-Qut. Within a waiver vear, the state may make the number of participants who are served
subicct to a phase-in or phase-cut schedule (sefect one):

® The waiver is not subject to a phase-in or a phase-ouat schedule.

© The waiver is subject to a phase-in or phase-out schedule that is included in Attachment #1 to Appendix
B-3. This schedule constitutes an intra-year limitation on the number of participants who are served in
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the waiver.
e, Allocation of Waiver Capacity.

Select one:

® waiver capacity is allocated/managed on a statewide basis.
O Waiver capacity is allocated to local/regional non-state entities.
Specify: (a} the entities to which waiver capacity is allocated; (b) the methodology that is used to allocate capacity

and how often the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity among
local/regional non-state entities:

f. Selection of Entrants to the Waiver. Specify the policies that apply to the selection of individuals for entrance to the
waiver:

Untit the waiver cap is reached, the eligible families are envolled on a first-come, first-served basis. When the cap is
reached, a waiting list is established based on time of waiver slot request. |

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served - Aftachment #1 (4 of 4)

Answers provided in Appendix B-3-d indicate that you do net need to complete this section.

Appendix B: Participant Access and Eligibility
B-4: Eligibility Groups Served in the Waiver

a. I. State Classification. The state is a (sefect one):
O §1634 State
O SSI Criteria State
209(b) State

2. Miller Trust State.
Indicate whether the state is a Miller Trust State fselect one):

® No
O ves
b. Medicaid Eligibility Groups Served in the Waiver. Individuals who receive services under this waiver are cligible under

the following eligibility groups contained in the state plan. The state applies all applicable federal financial participation
limits under the plan. Check all that apply:

Eligibility Groups Served in the Waiver (excluding the special home and community-based waiver group under 42 CFR
§435.217)

] Low income families with children as provided in §1931 of the Act

L] 581 recipients

Aged, blind or disabled in 209(b) states who are eligible under 42 CFR §435.121
] Optional state supplement recipients

] Optional categorically needy aged and/or disabled individuals who have income af:
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Select one:

O 100% of the Federal poverty level (FPL)
O o, of FPL, which is lower than 100% of FPL,

Specify percentagc::

U Working individuals with disabilities who buy into Medicaid (BBA working disabled group as provided in
$1902(a)(10)(A)(ii) (XIII)) of the Act)

L Working individuals with disabilities who buy into Medicaid (TWWIIA Basic Coverage Group as provided in
§1902(a)(10)(A)(ii}(XV) of the Act)

L] Waorking individuals with disabilities who buy into Medicaid (TWWIIA Medical Improvement Coverage
Group as provided in §1902(a)(10)}{A){(H)(XV]) of the Act)

L Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134 eligibility
group as provided in §1902(e)(3} of the Act)

Medically needy in 209(h) States (42 CFR §435.330)
U Medically needy in 1634 States and SSI Criteria States (42 CFR §435.320, §435.322 and §435.324)

Other specified groups (include only statutory/regulatory reference to reflect the additional groups in the state
P Y Y group
plan that may receive services under this waiver)

Specifi:

|All other mandatory and optional groups except 42 CFR 435.110 and 42 CFR 435.116.

Special home and communitp-based waiver group under 42 CFR §435.217) Note: When the special home and
community-based waiver group under 42 CFR §435.217 is included, Appendix B-3 must be completed

O No. The state does not furnish waiver services to individuals in the special home and community-based waiver
group under 42 CFR §435.217. Appendix B-5 is not submitted.

® ves. The state furnishes waiver services to individuals in the special home and community-based waiver group
under 42 CFR §435.217.

Select one and complete Appendix B-5.

® All individuals in the special home and community-based waiver group under 42 CFR §435.217

& Only the following groups of individuals in the special home and community-based waiver group under 42
CFR §435.217

Check each that applies:

O A special income level equal to:

Select one:

O 300% of the SSI Federal Benefit Rate (FBR)
Oa percentage of FBR, which is lower than 300% {42 CFR §435.236)

Specify percen{age: E

O A deHar amount which is lower than 300%.

Specify dollar amount: :

[ Aged, blind and disabled individuals who meet requirements that are more restrictive than the SSI
program (42 CFR §435.121)

O] Medically needy without spend down in states which also provide Medicaid to recipients of SST (42
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CFR §435.320, §435.322 and §435.324)
L Medically needy without spend down in 209(b) States (42 CFR §435.330)

O Aged and disabled individuals who have income at:

Select one:

O 100% of FPL
O % of FPL, which is lower than 160%.

Specify percentage amount:I:I

L] Other specified groups (include only statutory/regulatory reference to reflect the additional groups in
the state plan that may receive services under this waiver)

Specifi:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 7)

In accordance with 42 CFR §441.303(e), Appendix B-5 must be completed when the state furnishes waiver services to individuals
in the special home and commmity-based waiver group under 42 CFR §435.217, as indicated in Appendix B-4. Fost-eligibiliny
applies only to the 42 CFR §435.217 group.

a. Use of Spousal Impoverishment Rules. Indicate whether spousat impoverishment rules arc used to determine eligibility
for the special home and community-based waiver group under 42 CFR §435.217:

Note: For the period beginning January 1, 2014 and extending through September 30, 2019 (or other date as required by
law), the following instructions are mandatory. The following box should be checked for ail waivers that furnish waiver
services to the 42 CFR §435.217 group effective at any point during this time period.

Spousal impoverishment rules under §1924 of the Act are used to determine the eligibility of individuals with a
community spouse for the special home and community-based waiver group. In the case of a participant with a
commniunity spouse, the state uses sponsal post-eligibility rules under §1924 of the Act.

Complete ltems B-5-¢ (if ihe selection for B-4-a-i is SSI State or §1634} or B-3-f (if the selection for B-4-c-i is 2098
State) and ltem B-5-g unless the state indicates that it also uses spousal post-eligibility rules for the time periods
before January 1, 2014 or after September 30, 2019 (or other date as required by law),
Note: The following selections apply for the time periods before January 1, 2014 or after September 30, 2019 (or other
date as required by law) fselect one).

® Speusal impoverishment rules under §1924 of the Act are used to determine the eligibility of individuals with a
community spouse for the special home and community-based waiver group.

In the case of a participant with a community spouse, the state elects to (sefect one):

® Use spousal post-eligibility rules under §1924 of the Act,
(Complete lrem B-5-¢ (209b State) and Item B-5-d)

O Use regular post-eligibility rules under 42 CFR §435.726 (SSI State) or under §435.735 (209b State)
{Complete ltem B-5-c (209b State). Do not complete ltem B-5-d)

o Spousal impoverishment rules under §1924 of the Act are not used to determine eligibility of individuals with a
community spouse for the special home and community-based waiver group. The state uses regular post-
eligibility rules for individuals with a community spouse.

{(Complete Item B-5-c (2096 Statej. Do not complete Item B-5-d)

Appendix B: Participant Access and Eligibility
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B-5: Post-Eligibility Treatment of Income (2 of 7)

Note: The following selections apply for the time periods before Jaruary 1, 2014 or after December 31, 2018.

b, Regular Post-Eligibility Treatment of income: SSI State,

Answers provided in Appendix B-4 indicate that you do not need to complete this section and therefore this section
is not visible,

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 7)

Note. The following seleciions apply for the time periods before January 1, 2014 or after December 31, 2018,

¢. Regular Post-Eligibility Treatment of Income: 209(B) State.

The state uses more restrictive eligibility requirements than SST and uses the post-eligibility rules at 42 CFR 435.735 for
individuals who do not have a spouse er have a spouse who is not a community spouse as specified in §1924 of the Act.
Payment for home and community-based waiver services is reduced by the amount remaining after deducting the
following amounts and expenses from the waiver participant's income:

i. Allowance for the needs of the waiver participant (sefect one):

® The following standard included under the state plan

(select one):

O The following standard under 42 CFR §435.121

Specify:

o Optional state supplement standard
® Medically needy income standard

O The special income level for institutionalized persons

(select one).

O 300% of the SSI Federal Benefit Rate (FBR)
Oa percentage of the FBR, which is less than 360%

Specify percentage:[j

O A dollar amount which is less than 300%.,

Specify dollar amount:lj

Oa percentage of the Federal poverty level

Specify pci'centage:l:

O Other standard included under the state Plan

Specify:
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O The following dollar amount

Specify dotlar amount:D I this amount changes, this item will be revised.

©C The following formula is used to determine the needs allowance:

Specify

O Other

Specifi:

il. Allowance for the spouse enly (select one).

® Not Applicable

O The state provides an allowance for a spouse who does not meet the definition of a community spouse in
§1924 of the Act. Describe the circumstances under which this allowance is provided:
Specifi:

Specify the amount of the allowance (select arne):

O The following standard under 42 CFR §435.121

Specify:

o Optional state supplement standard
o Medically needy incomie standard

O The following dollar amount:

Specify dollar amount::I If this amount changes, this item will be revised.

O The amount is determined using the following formula:

Specify:

iit. Allowance for the family (select one):
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O Not Applicable (see instructions)
O AFDC need standard

o Medically needy income standard
® The following dollar amount:

Specify dollar amount: The amount specified cannot exceed the higher of the need standard for a

family of the same size used to determine eligibility under the State's approved AFDC plan or the medically
needy income standard established under 42 CFR §435.811 for a family of the same size. If this amount
changes, this item will be revised,

O The amount is determined using the following formula:

Specify:

O Other
Specifv:

iv. Amounts for incurred medical or remedial care expenses not subject to payment by a third party, specified
in 42 §CFR 435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under state law but not covered under the state's
Medicaid pian, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one:

O Not Applicable (see instructions)Note: [f the siate profects the maximum amount for the walver participant,
not applicable must be selected.

® The state dees not establish reasonable limits.

O The state establishes the following reasonable limits

Specify:

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (4 of 7)

Noie: The following selections apply for the time pericds before January I, 2014 or after December 31, 2018,
d. Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with a community spouse toward the cost of home and community-based care if it determines
the individual's eligibility under §1924 of the Act. There is deducted from the participant’s monthly income a personal
necds allowance (as specified below), a community spouse’s allowance and a family allowance as specified in the slale
Medicaid Plan. The state must also protect amounts for incurred expenses for medical or remediat care (as specified
below).
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i. Altowance for the personal needs of the waiver participant

(select one):
O sl standard
G Optional state supplement standard
© Medically needy income standard
O The special inconte level for institutionalized persons

O a percentage of the Federal poverty level

Specify pcrccntage::

O The following dollar amount:

Specify dotlar amount::| I this amount changes, this item will be revised

O The following formula is used to determine the needs allowance:

Specify formula:

O Other

Specify:

ii. {f the allowance for the personal needs of a waiver participant with a community spouse is different from
the amount used for the individual's maintenance allowance under 42 CFR §435.726 or 42 CFR §435.735,
explain why this amount is reasonable to meet the individual's maintenance needs in the community.

Select one:

® Allowance is the same

O Allowance is different.

Explanation of difference:

iii. Amounts for incurred medical or remedial care expenses not subject to payment by a third party, specified
in 42 CFR §435.726:

a. Health insurance premivms, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under state law but not covered under the state's
Medicaid plan, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one:
O Not Applicable (see instructions)Note: If the state protects the maximum amount for the waiver participant,

not applicable must be selected.

® The state does not establish reasonable limits.
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O The state uses the same reasonable Jimits as are used for regular (non-spousal) post-cligibility,

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (5 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014,

e. Regular Post-Eligibility Treatment of Income: SSI State or §1634 State - 2014 through 2018,

Answers provided in Appendix B-4 indicate that you do not need to complete this section and therefore this section
is not visible.

Appendix B: Participant Access and Eligibility
B-5; Post-Eligibility Treatment of Income (6 of 7)

Note: The following selections apply for the five-year period beginning Jaruary 1, 2014,

f. Regular Post-Eligibility Treatment of Income: 209(B) State - 2014 through 2018.

Answers provided in Appendix B-5-a indicate the selections in B-5-c also apply to B-5-1,

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (7 of 7)

Note: The following selections apply for the five-vear period beginning January I, 2014,
g, Post-Eligibility Treatment of Income Using Spousal Impoverishment Rules - 2014 through 2018,

The state uses the post-eligibility rules of §1924(d) of the Act (spousa} impoverishment protection) to determine the
contribution of a participant with a community spouse toward the cost of home and community-based care. There is
deducted from the participant’s monthly income a personal needs allowance (as specitied below), a communily spouse’s
allowance and a family aflowance as specified in the state Medicaid Plan. The state must also protect amounts for incurred
expenses for medical or remedial care (as specified below).

Answers provided in Appendix B-5-a indicate the selections in B-3-d also apply to B-5-g.

Appendix B: Participant Access and Eligibility

B-6: FEvaluation/Reevaluation of Level of Care

As specified in 42 CFR §441.302(c), the state provides for an evaluation (and periodic reevaluations) of the need for the level(s)
of care specified for this waiver, when there is a reasonable indication that an individual may reed such services in the near
future (one month or less), but for the availabifity of home and community-based waiver services.

a. Reasonable Indication of Need for Services. In order for an individual to be determined to need waiver services, an
individua! must require: (a) the provision of at least one waiver service, as documented in the service plan, and (b} the
provision of waiver services at least monthiy or, if the need for services is less than monthly, the participant reguires
regular monthly monitoring which must be documented in the service plan. Specify the state’s policies concerning the
reasonable indication of the need for services:

i, Minimum number of services.

The minimum number of waiver services (one or more) that an individual must require in order to be determined to

need waiver services is: ‘

ii. Frequency of services. The state requires (select ene):
O The provision of waiver services at least monthly

® Mounthly monitoring of the individual when services are furnished on a less than monthly basis
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If the state also requires a minimum frequency for the provision of waiver services other than monthly (e.g.,
quarterly), specify the frequency:

a waiver service must occur at least on a quarterly basis reflected on the quarterly authorization, |

b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are
performed (select one):

® Directly by the Medicaid agency
o By the operating agency specified in Appendix A

o By a government agency under contract with the Medicaid agency,

Specify the entity:

O Other
Specific

c. Qualifications of Individuals Performing Initial Evaluation: Per 42 CFR §441.303{c)(1), specily the
educational/professicnal qualifications of individuals who perform the initial evaluation of level of care for wajver
applicants:

The diagnosis of Autism Spectrum Disorder will be evaluated and determined by any of the following a psychiatrist or
psychologist, physician, nurse practitioners, clinical nurse specialist, licensed independent clinicat social worker, or
licensed professional clinical counselor.

The minimum qualifications for the State Autism Coordinator are Bachelor Degree in Human Service area, 4 years of J

experience with autism, public speaking, consensus building, and autism certificate preferred.
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d.
individual needs services through the waiver and that serve as the basis of the state's level of care instrument/tool. Specify
the level of care instrument/tool that is employed, State laws, regulations, and policies concerning level of care criteria and
the level of care instrument/tool arc available to CMS upon request through the Medicaid agency or the operating agency
{if applicable), including the instrument/tool utilized.

The child diagnosed with autism spectrum disorder using the most current DSM criteria must have significant deficits in
adaptive behaviors based on Vineland 3 Survey Interview domain scores, or deficits in adaptive behaviors coupled with
maladaptive behaviors, This criteria is further defined as foliows: a total score on any two elements of the Adaptive
Areas{Communication, Daily Living Skiils, Socialization, Motor Skills)of twe standard deviations below the mean of
160 (i.e. 70 or below) plus an Adaptive Behavior Composite score of 70 or less.

Scores above 70 that fall within the confidence interval of the Vineland 3, based on the developmental age of the child,
will not preclude a child's eligibility for the waiver. For example, a child diagnosed with ASD with a score of 74 for the
Communication Domain, coupled with an Adaptive Behavior Composite score of 72, and the confidence interval is 5
points for the child's developmental age would be considered eligible for the Waiver.

A Maladaptive Behavior Index Score between 21 and 24 indicates the presence of significant behavioral challenges.
Chitdren with a Maladaptive Behavior Index Score in this range are considered eligible for the waiver, if the child also
has Vineland 3 Domain scores for two of the three adaptive behavior domains (Communication, Daily Living Skills,
Secialization, Motor Skills) of 85 or less. Scores falling within the range of the test confidence interval for the child's
developmental age in this case will also qualify a child as eligible for the waiver.
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e. Level of Care Instrument(s). Per 42 CFR §441.303(c)(2), indicate whether the instrument/tool used to evaluate level of
care for the waiver differs from the instrument/iool used to evaluate institutional level of care (select one):

® The same instrument is used in determining the level of care for the waiver and for institutional care under the
state Plan.

O A different instrument is used to determine the level of care for the waiver than for institutional care under the
state plan.

Describe how and why this instrument differs from the form used to evaluate institutional fevel of care and explain
how the outcome of the determination is reliable, valid, and fully comparabie.

f. Process for Level of Care Evaluation/Reevaluation: Per 42 CFR §441.303(c)(1), describe the process for evaluating
waiver appticants for their need for the level of care under the waiver. If the reevaluation process differs from the
evaluation process, describe the differences:

The initial step in the leve! of care process is to establish if the waiver applicant has a qualifying diagnosis of ASD and
the child has significantly delayed adaptive functioning in activities in daily living, socialization, motor skills or
communication as described in Appendix B-6-d, Alternatively, children with a qualifying diagnosis of ASD and
moderate delays in adaptive behavior functioning coupled with a clinically significant maladaptive behavior index scores
will generally qualify for autism waiver services as described in Appendix B-6-d.

The process for the LOC would be as follows:

[3Any of the following disciplines psychiatrist, psychologist, physician, nurse practitioners, clinical nurse specialist,
licensed independent clinical social worker, or licensed professional clinical counselor will compiete an initial evaluation
/ determination of autism spectrum diserder. The written evaluation provides a breakdown of the child’s deficits. The
evaluation will addresses questions that are included in NI questionnaire provided to parents.

2ywritten evaluation will be presented to the State Autism Coordinator to incorporate into the Level of Care
determination,

3)department will mail the parent/ caregiver Vineland 3 questionnaire to parent/ caregiver to compiete. For renewals the
Vineland 3 questionnaire is mailed out the month before renewal,

)Parent/Caregiver will compiete the questionnaire and send back the questionnaire to the department. During initiat
completion of the questionnaire the Stale Autism Coordinator is available to assist the family in completing the
questionnaire. At renewal if need the service manager weuld assist the family in completion of the questionnaire.
5)Department (State Autism Coordinator) wili review the written evaluation obtained from any of the following
psychiatrist, psychologist, physician, nurse practitioners, clinical nurse specialist, licensed independent clinical social
waorker, or licensed professional clinical counselor and the parent caregiver answers in the questionnaire. The scores of
each question are entered into Pearson web-based scoring tool and scores are calculated by Pearson, within the domains
of Communication/ daily living skill/ socialization and Motor skills. The Program Administrator enters the circled
answers from the parental booklet manually {the booklet is scanned into participants file and maintained three years past
the end of participant enrollment in the waiver) into the correct section of the web page and submitted to Pearson to be
reviewed and scored. Parents receive a letter that is generated from Pearson explaining the personal results.
6)Department (State Aulism Coordinator) reviews scores and compares outcomes to the evaluation findings and makes
determination as 1o if the scores fal} within the states determined eligibility criteria — to be eligible for the waiver slot,
7yThis process would be completed at initial and there after Vineland 3 questionnaire would be completed annuatly with
State Autism Coordinator making the determination of continued eligibility based on continued scores being within
determined eligibility range and the initial evaluation.

g. Reevaluation Schedule. Per 42 CFR §44!.303(c)(4),' reevaluations of the level of care required by a participant are
conducted no less frequently than annually according to the following schedule (select ong):

o Every three months
O Every six months
® Every twelve months
O Other schedule
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Specify the other schedule:

h. Qualifications of Individuals Whe Perform Reevaluations. Specify the qualifications of individuals who perform
reevaluations (select ona):

® The qualifications of individuals who perform reevaluations are the same as individuals who perform initial
evaluations.

O The qualifications are different.
Specify the qualifications:

i Procedures to Ensure Timely Reevaluations, Per 42 CFR §441.303(c)(4), specify the procedurcs that the state employs
o ensure timely reevaluations of level of care (specifi):

State Autism Ceordinator is responsible to ensure Level of Care is completed within a timely manner. The dates of the l
compieted Level of Care are entered into a secured excel spreadsheet by the Human Service Program Specialist thatis |
reviewed monthly by Program Manager to determine which packets are to be sent out the first week of the month before [
Jevel of care is required. If packet is not returned within two weeks a follow-up phone call is made by the Human Service
Program Specialist to inquire if family received packet and il there are any issues with completing it,

j. Maintenance of Evaluation/Reevalunation Records, Per 42 CFR §441.303(c)(3), the state assures that written and/or
efectronically retricvable documentation of all evaluations and reevaluations are maintained for a minimum period of 3
years as requited in 45 CFR §92.42, Specify the location(s) where records of evaluations and reevaluations of level of care
are maintained:

Documentation of the Level of Care Evaluations/Re-evaluations is maintained electronically in the HCBS unit for each
individual. The MMIS system also maintains a record/history of tevel of care eligibility span. Pearson web-based
program houses the full results of the Vineland 3 questionnaire with a computer generated letter to parents explaining the
results, which is shared with family.

participants file is maintained for a minimum of three years after closure.

Appendix B: Evaluation/Reevaluation of Level of Care

Quality Improvement: Level of Care

As a distinet component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methods for Discovery: Level of Care Assurance/Sub-assurances

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for
evaluating/reevaluating an applicant's/waiver participant's level of care consistent with level of care provided in a
hospital, NF or ICF/IID,

i. Sub-Assurances;

a. Sub-assurance: An evaluation for LOC is provided to all applicants for whom there is reasonable
indication that services may be needed in the future.

Performance Measures
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For each performance measure the State will use to assess compliance with the statutory assurance {or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will engble the Stafe (o
gralvze and gssess progress toward the performance measure. In this section provide information on the
method bv which egch source of data is analyzed statisticallvideductively or inductivelv,_how themes are
identified or conclusions drawn, and how recommendations are formulated, where approprigte.

Performance Measure:
Number and percent of new waiver enrollees who had an initial Level of Care, N;

Number of new waiver enrollees who had a LoC prior to receiving services. D: All
new enroliees.

Data Searce (Sclect one):

Other

1f'Other’ is selected, specify:

Query of data from web based computer system database,

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each: that applies):
State Medicaid 23 weekty 100% Review
Agency
] Operating Agency [ Monthly O Less than 100%
P gAg
Review
U Sub-State Entity 0 Quarterly L] Representative
Sample
Confidence
Interval =
] Other Annuall [ Stratifted
¥
Specify: Describe Group:

O Continuously and [ Other
Ongoing Specify:

O Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each  |analysis{check each that applies):
that applies):

State Medicaid Agency ] Weekly

O Operating Agency O Monthly

[ Sub-State Entity ] Quarterly

L] Other

Specify:

Annually

] Continuously and Ongoing

C Other
Specify:

b. Sub-assurance: The levels of care of enrolled participants are reevaluated at least annually or as
specified in the approved waiver.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include rumerator/denominator.

For each performance measure, provide information on the gggregated data that will enable the State (o
analyvze and assess progress toward the performance measure_In this seclion provide information on the
method by which eqch source of data is analvzed statistically/deductively or inductively how themes are

identified or conclusions drawn. and how recommendations are formulated. where appropriate.

. Sub-assurance: The processes and instruments described in the approved waiver are applied
appropriately and according fo the approved description to determine participant level of care.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, inclide numerator/denominator.

For eqch performance measure, provide informatio “aTin fa that will ena e State o
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analvze and assess progress toward the performance measyre. In this section provide information on the

me{hod by which each source of data is analvzed statisticallv/deductively or inductively. how themes are

Performance Measure:

Number and percent of LoC determinations being completed by using the approved
form and using LoC criteria accurately. N: Number of LoC being determined on the

approved form and using LoC criteria accurately, D: Total number of LoC's

completed.

Data Source (Select one):
Record reviews, on-site

1f'Other’ is selected, specify:

Responsible Party for
data
collection/generation
(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid U weekty 100% Review
Agency
O Operating Agency 0 Monthly [ Less than 100%

Review

11 Sub-State Entity

Quarterly

U Representative
Sample
Confidence
Interval =

O Annually

L) Stratified

BPescribe Group:

O Continuousty and
Ongoing

[ Other
Specify:

C Other
Specily:

L

Data Source (Select cne):
Record reviews, on-site

If'Other’ is selected, specify:
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Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid [J Weekly 160% Review
Agency
L] Operating Agency | 1] Montnly U Less than 100%

Review

[ Sub-State Entity

Quarterly

0 Representative

Sample
Confidence
Interval =
O Other [ Annually [ Stratified
Specify: Describe Group:

R

[ Continuously and
Ongoing

U Other
Specity:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis{check each that applies):

State Medicaid Agency

L Weekly

O Operating Agency

[ Monthly

0 Sub-State Entity

o Quarterly

L Other
Specify:

Annualty

Page 38 of 140
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Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

O] Continuously and Ongoing

[ Other
Specify:

Page 39 of 140

ii. I applicable, in the textbox betow provide any necessary additional information on the strategies employed by the
State to discoverfidentify probiems/issues within the waiver program, including frequency and parties responsible.

b. Methods for Remediation/Fixing Individual Problems

i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state 10 decument these items.

Patterns of errors are analyzed quarterly to determine if they arc the result of individual or systemic issues. The
state autism services office addresses individual and systemic issues, Individual problems are resolved through
various methods which may include but are not limited to providing one-on-one technical assistance or amending
the coniract. Documentation is maintained by the State that describes the remediation efforts. Data is recorded on
any denied LOC and these denials are reviewed within State Office Administrator and the HCBS Unit
Administrator to determine if the denial represents a systemic problem that require more holistic solutions.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that upplies):

Frequency of data aggregation and analysis
(check each that applies):

State Medicaid Agency

0 Weekly

O Operating Agency

LI Monthly

L1 sub-state Entity

Quarterly

[ QOther
Specify:

!

E

F

4 Annually

Continuously and Ongoing

U Other
Specify:
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Frequency of data aggregation and analysis

Respensible Party(check each that applies): (check each that applies):

¢, Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Level of Care that are currently non-operational.

® N

O yeq
Pleasc provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identitied
strategics, and the parties responsible for its operation,

Appendix B: Participant Access and Eligibility
B-7: Freedem of Choice

Freedom of Choice. As provided in 42 CFR §441.302(d), when an individual is determined to be likely to require a level of care
Jor this waiver, the individual or his or her legal representative is:

i informed of any feasible alternatives under the waiver; and
ii. given the choice of either institutional or home and community-based services.

a. Procedures, Specify the state's procedures for informing eligible individuals {or their legal representatives) of the feasible
alternatives available under the waiver and allowing these individuals to choose either institutional or waiver services.
Identify the form{s) that are employed to document freedom of choice. The form or forms are available to CMS upen
request through the Medicaid agency or the operating agency (if applicable).

Participants eligible for the waiver are provided with a choice of instituticnal or HCBS services, feasible alternatives
under available waivers are explained by the Service Managers and a deseription of roles and responsibilities regarding
Self Directing are provided to the participant and legal puardian. The participant and legal representative(s) choice is
documented on the Participant Service Plan. This information is provided at the time of waiver eligibility determination
and annually thereafter. Family is also given a “Your Rights and Responsibility” brochure with the Level of Care packet
yearly that explains their rights,
b. Maintenance of Forms. Per 45 CFR §92.42, written copies or electronically retrievable facsimiles of Freedom of Choice
forms are maintained for a minimum of three years. Specify the locations where copies of these forms are maintained.

The signed participant plan of care is maintained in the identified child's file at the HCBS unit following the Department’s
retention policy.

Appendix B: Participant Access and Eligibility
B-8: Access to Services by Limited English Proficiency Persons

Access to Services by Limited English Proficient Persons. Specify the methods that the state uses to provide meaningful access
to the waiver by Limited English Proficient persons in accordance with the Department of Health and Human Services "Guidance
to Federal Financial Assistance Recipients Regarding Title V1 Prohibition Against National Origin Discrimination Affecting
Limited English Proficient Persons” (68 FR 47311 - August 8, 2003):
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The services of an interpreter are arranged when a participant and/or their legal guardian is unable to independently communicate
with the state autism services unil. The North Dakota Department of Human Services has a Limited English Proficiency
Implementation Plan to assist staff in communicating with all participants,

When a consumer and/or their legally responsible caregiver are unable to independently communicate with the Central Office
Administrator or their case manager, the services of an interpreter wiil be arranged. Written material may also be modified for
non-English speaking consumers. The interpreter is used to translate the questions of the application that the state office reads.
This is fotlowed by the state office writing the answers the interpreter translates back to the state office. Time is also taken to
ensure the family and or child understands the program and what will happen next. The Interpreter will also be used to inform
the family of the determination and used by the case manager while development of plan. The agency providing the waiver
service would then be required to provide this service to family while providing services.

The department's web site also provides information in 15 different languages.

Appendix C: Participant Services
C-1: Summary of Services Covered (1 of 2)

a. Waiver Services Summary. List the services that are firnished under the waiver in the following table. If case
management is not a service under the waiver, complete jtems C-1-b and C-1-c:

Service Type Service
Statutory Service Respite
Statutory Service Service Management
Other Service Assistive Technology

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicabie).

Service Type:

§St"éi'ﬂ'fory Service ]

S e

Respite

Alternate Service Title (if any):

HCBS Taxonomy:
Category 1: Sub-Category 1:
109 Caregiver Support | 109012 respite, in-home
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

I o L
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Service Definition (Scope):
Category 4: Sub-Category 4:

L

Services provided to participants unable to care for themselves that are furnished on a short-term basis because of
the need for relief of the primary caregivers. Routine respite care may inciude hourly, daily and overnight support
and may be provided in the individual’s place of residence, a facility approved by the State which is not a private
residence, or in the private residence of the respite care provider.

These services are selected in collaboration with the parents and are provided by persons chosen and trained by the
family or through a provider direcied service. Persons providing respite services will be in compliance with all State
andl federal respite standards. Respite Services including amount and frequency ol respite care (with the exception
of emergencies) are delivered in conformity with an patticipant’s service plan.

Specify applicable (if any) limis on the amount, frequency, or duration of this service:

Respite is only available to primary caregivers in family settings. Payments will not be made for the routine care
and supervision which would be expected to be provided by a family for activities or supervision for which a
payment is made by a source other than Medicaid.

Respite care shall not be used as day/child care to allow the persons normally providing care to go to work or school.
Respite care cannot be used to provide scrvice to a participant whife the participant is eligible to receive Part B
services and could otherwise gain support through the Department of Public Instruction.

Number of units requested will be based on need determined while completing the Participant Service Plan with
family. maximum number of hours a family is eligible (based on need) is 40 hours per month, The optien of prior
approval from State Autism Coordinator for additionat hours up to 60 per month will be based on request from
Service Manager for additional hours - such events that may get additional respite hours are: return from out of
home placement, decumented high levels of negative/physical behaviors, multiple inpatient stays because of
behaviors not health related. the increase in hours would only be approved for 6 month periods with reevaluation
from participants team and the State Autism Coordinator.

Service Delivery Method (check each that applies):
Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[ Legally Responsible Person
Relative

] Legal Guardian
Provider Specifications:

Provider Category|{ Provider Type Title

Individual Individual

Agency Agency

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
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Provider Type:

élndividuai

Provider Qualiﬁc;tions
License (specify):

Certificate (specifiy);

Other Standard (specifi)):

Providers of services must be over the age of |8, cannot live in the participant’s home, must complete
mandated reporter fraining through the state of North Dakota, and must pass background check
requirements as identified by the state. Providers of services must also meet the criteria identified in the
participant's service plan.
Verification of Provider Qualifications
Entity Responsible for Verification:

EFiscal Agent and Service Manager - ]
Frequency of Verification: "

}Anually

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:

;&gencym]
Provider Type:

Agency

Provider Qualiﬁcatiﬁns ”
License (specifi):

Certificate {specifi):

Other Standard (specifiy:

Providers of services must be over the age of 18, cannot live in the participant's home, must compicte
mandated reporter training, and must pass background check requirements as identified by the state.
gProviders of services must also meet the criteria identified in the participant’s service pian,
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Verification of Provider Qualifications
Entity Responsible for Verification:

‘Autism Services Unit / hiring agency }

Frequency of Verification:

lAnnually }

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

| Statutory Service )

Service: - 7

ECase Management o “}

Alternate Service Title (if any):

[Service Management

HCBS Taxonomy:
Category 1: Sub-Category I:
EO'I Case Management [ !01 010 case management
Category 2: Sub-Category 2:
1 | U
Category 3: Sub-Category 3:

Service Definition (&5}5&):
Category 4: Sub-Category 4:

L Bl

The service manager will assist participants in gaining access to waiver and other state plan services as well as
medical, social, educational, and other services regardless of the funding source for the services to which access is
gained. The Service manager will also develop the overall Participant Service Plan with the assistance of the
participant, legal decision maker and legal guardian,

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Maximum hours of service to be 16 hours per month per child with prior approval exception up to 24 hours per
month, based on participant behavioral needs,
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Service Delivery Methed (check each that applies):

U Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

U Legally Responsible Person
D‘ Relative

0 Legal Guardian
Provider Specifications:

Provider Category] Provider Type Title

Individual Individual or agency

Appendix C: Participant Services
C-1/C-3: Provider Specifications for Service

Service Type: Statutory Service
Service Name: Service Management

Provider Category:

{Individual

Provider Type:

onry

%Individual or agency

Provider Qualil’icatiowﬁg
License (specifi):

Certificate (specify):

Other Standard (specifui;
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Service Managers must complete mandated reporter training through the state of ND and have a
bachelor’s degree in secial work, psychology, eccupational therapy, physical therapy, child development
and family science, communication disorders (includes audiology or speech pathology), special
education, sociology, elementary education, or equivalent and two years of experience working with
children with autism or related conditions, or

A master’s degree in counseling or psychology or a doctorate in medicine will also meet requirements,
And a certification er other national or state designation of expertise in Autism is required and if all
other qualifications above are met, each service manager provided by the contracted agency will have
obtained a certification within the first two years of providing services,

Or

Five year’s experience working with children with conditions on the autism spectrum or related
conditions and/or their families. if all other qualifications are met above.

And a certification or other national or state designation of expertise in autism is required and if all other
qualifications above are met, cach service manager provided by the contracted agency will have

obtained a certification prior to first contract renewal,

If the individual has the qualifications within their license or degree fo provide services independent of

Yerification of Provider Qualifications
Entity Responsible for Verification:

Frequency of Verification:

‘Anmlally

Appendix C: Participant Services

C-1/C-3: Service Specification

State [aws, regulations and policies referenced in the specification are readily available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

As provided in 42 CFR §440.180(b)(9}, the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Assistive Technology

HCBS Taxonomy:
Category |: Sub-Category 1:
114 Equipment, Technology, and Modifications | 114031 equipment and technology
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Category 2: Sub-Category 2;
L L
Category 3: Sub-Category 3:
| | [

Service Definition (Scope):
Category 4: Sub-Category 4:

I “ | L

An item, piece of equipment, or product system, whether acquired commercially, modified, or customized, as
specified in the Participant Service Plan that is used 1o increase, maintain, or improve functional capabilities of
participants. Assistive technology service means & service that directly assists a participant in the selection,
acquisition, or use of an assistive technology device. A recommendation from an appropriate professional of how
the assistive technology will assist the individual in dealing with their autism spectrum disorder, is required.
Assistive Technology includes:

a) The evaluation of the assistive technology needs of a participant, including a functional evaluation of the impact
of the provision of appropriate assistive technology and appropriate services to the participant in the customary
environment of the participant;

b) Services consisting of purchasing, leasing, or otherwise providing for the acquisition of assistive technology
devices for the participani;

c) Services consisting of selecting, designing, fitting, customizing, adapting, applying, maintaining, repairing, or
replacing assistive technology devices;

d) Training or technical assistance for the participant, or, where appropriate, the family members, or authorized
representatives of the participant; and

e) Training or technical assistance for professionals or other individuals who provide services to, employ, or are
otherwise substantially involved in the major life functions of the participant,

1) Must be consistent with the participant’s Participant Service Plan.

2} A fee as a periodic service fee (e.g., monthly) for ongoing support services and/or rental associated with devices,
controls, or appliances, specified in the individual support plan, which enable individuals to increase their abilities to
perform activities of daily living, or to perceive, controi, or communicate with the environment in which they live.
h) Extended warrantics

Specify applicable (:fsmy) limits on the amount, frequency, or duration of this service:

Items available under the participant’s private health insurance are excluded.

Up 1o $5,000 per participant for the duration of the waiver is the limit for Assistive Techonology unless an exception
is granted by state autism coordinator as preventing imminent institutionalization.

Ttems reimbursed with Waiver funds do not include any assistive technology furnished by the school program for
both home and school use or by the Medicaid State Plan and exclude those items that are not of direct remedial
benefit to the participant. All items shall meet appticable manufacture standards of design and proper installation.

Items shall be specific 10 a participant’s individual needs, documented in the participant's service plan, and not be
approved to benefit the public at large, staff, significant others, or family members.

Service Delivery Method (check cach that applies):

Participant-directed as specified in Appendix E
L Provider managed

Specify whether the service may be provided by (check each that opplies):

L Legally Responsible Person
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0 Relative

U Legal Guardian
Provider Specifications:

Provider Category Provider Type Title

Agency Vendor or non-agency /individuai vendor

Appendix C: Participant Services

C-1/C-3: Provider Specifications for Service

Service Type: Other Service
Service Name: Assistive Technology

Provider Category:
[Agency J

Provider Type:

|Vendor or non-agency /individual vendor §
Provider Qualifications
License (specifi):

Certificate (specify):

Other Standard (specifi):

Families and their service managers identify appropriate assistive technology within the participant's
service plan. An authorization is developed by the Service manager - signed by the fegal decision maker,
and service manager. Letter of recommendation is attached to authorization and sent to the State Autism
Coordinator for approval. Once authorization is approved - The legat decision maker will obtain the
assistive technology supplies from a vendor with the assistance of the autism unit staff, The purchase
must be the item approved in the Participant Service Plan and be within approved amount.

Verification of Provider Qualifications ) .
Entity Responsible for Verification:

!Service Managers and the Autism Services Unit !
Frequency of Verification:

[Annually i ' '

Appendix C: Participant Services
C-1: Summary of Services Covered (2 of2)

b. Provision of Case Management Services to Waiver Participants. Indicate how case management is furnished to waiver
participants (select one):

O Not applicable - Case management is not furnished as a distinct activity to waiver participants.
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® Applicable - Case management is furnished as a distinet activity to waiver parlicipants.
Check each that applies:

As a waiver service defined in Appendix C-3. Do not camplete item C-I-c,

0 As a Medicaid state plan service under §1915(i) of the Act (HCBS as a State Plan Option). Complefe item
C-i-¢

0 As a Medicaid state plan service under §1915(g)(1) of the Act (Targeted Case Management). Complete item
C-i-c.

U As an administrative activity, Complete item C--c.
Ll As a primary care case management system service under a concurrent managed care authority. Complete

item C-1-c.

¢. Delivery of Case Management Services. Specify the entity or entities that conduet case management functions on behalf
of waiver participants:

Appendix C: Participant Services

C-2: General Service Specifications (1 of 3)

a. Criminal History and/or Background Investigations. Specify the state's policics concerning the conduct of criminal
history and/or background investigations of individuals who provide waiver services {select one):

O No. Criminal history and/or background investigations are not required.

® Yes. Criminal history and/or background investigations are required.

Specify: (a) the types of positions (e.g., personal assistants, attendants) for which such investigations must be
conducted; (b) the scope of such investigations (e.g., state, national); and, (¢) the process for ensuring that mandatory
investigations have been conducted. State laws, regulations and policies referenced in this description are available to
CMS upon request through the Medicaid or the operafing agency (if applicable):

Criminal background checks must be conducted on ail prospective contractors who may have access to individuals
served. When prospective employees have lived in North Dakota for less than five consecutive ycars, a national
criminal record check is obtained. When prospective employees have fived in the state for more than five years,
only a stale criminal record check is required.

Employees hired by families for Respite care have background checks completed by the Fiscal Agent. Once the
fiscal agent has completed the background check and all other requirements are completed successfully the family
receives a “Good to Go™ letter from the fiscal agent for that provider to start working with the participant. This same
letter is provided to the Central Office Administrator.

For agency staff the background check of staff must be submitted to MMIS upon enroliment and reenroliment. This
documentation is also requited to be provided upon audit of service.

Upon annual application for contract renewal, the agency submits a listing of cach current employee with any new
criminal convictions, the date of convietion, and the nature of the offence. If the offence is a direct bearing offence,
the appropriate contractee or family is notified by the state autism coordinator that the employee cannot provide
services to the participant.
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b. Abuse Registry Screening. Specily whether the state requires the sereening of individuals who provide waiver services
through a state-maintained abuse registry (select one):

O No. The state does not conduct abuse registry screening,

® Yes. The state maintains an abuse registry and requires the screening of individuals through this
registry,

Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b) the types of positions for which
abuse registry screenings must be conducted; and, (c) the process for ensuring that mandatory screenings have been
conducted. State laws, regulations and policies referenced in this description are available to CMS upon request
through the Medicaid agency or the operating agency {if applicable):

Autism Services policy also requires that providers conduct a check of the Child Abuse and Neglect Registry for
each employec hired. The Child Abuse and Neglect Registry is maintained by the ND Department of Human
Services Children and Family Services Division. An abuse registry is not maintained specifically for providers of
walver services. Abuse Registry checks are required for any individual that is working directly with family — service
manager, respite workers (both selfidirected and agency). This process is included in the good to go background
checks completed by the fiscal agent and within the hiring process within agencies.

Appendix C: Participant Services

C-2: General Service Specifications (2 of 3)

¢. Services in Facilities Subject to §1616(e) of the Social Security Act, Se/ect one:

@® No. Home and community-based services under this waiver are not provided in facilities subject to
§1616(e) of the Act,

O Yes. Home and community-based services are provided in facilities subject to §1616(e) of the Act, The
standards that apply to each type of facility where waiver services are provided are available to CMS
upon request through the Medicaid agency or the operating agency (if applicable).

Appendix C: Participant Services

-2: General Service Specifications (3 of 3)

d. Provision of Personal Care or Similar Services by Legally Responsible Individuals, A legally responsibie individual is
any person who has a duty under state law to care for another person and typically includes: (a) the parent (biological or
adoptive) of a minor child or the guardian of a minor child who must provide care to the child or (b) a spouse of a waiver
patticipant, Except at the option of the State and under extraordinary circumstances specified by the state, payment may
not be made to a legally responsible individual for the provision of personal care or similar services that the legally
responsible individual would ordinarily perform or be responsible to perform on behaif of a waiver participant. Select one:

® No. The state does not make payment to legally responsible individuals for furnishing personal care or similar
services.

O Yes. The state makes payment to fegally responsible individuals for furnishing personal care or similar services
when they are qualified to provide the services.

Specify: (a) the legally responsible individuals who may be paid to furnish such services and the services they may
provide; (b) state policies that specify the circumstances when payment may be authorized for the provision of
extraordinary care by a legally responsible individual and how the state ensures that the provision of services by a
legally responsibie individual is in the best interest of the participant; and, (¢) the controls that are employed to ensure
that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 the personal care or similar
services for which payment may be made to legally resporsible individuals under the state policies specified here.

08/19/2019



Application for 1915{c) HCBS Waiver: Draft ND.012.02.01 - Jan 01, 2020 Page 51 of 140

[ Setf-directed

L Agency-operated

¢, Other State Policies Concerning Payment for Waiver Services Furnished by Relatives/Legal Guardians. Specify
state policies concerning making payment 1o relatives/legal guardians for the provision of waiver services over and above
the policies addressed in Item C-2-d. Select ore:

O The state does not make payment to relatives/legal guardians for furnishing waiver services,

® The state makes payntent to relatives/legal guardians under specific circumstances and onty when the
relative/guardian is qualified to furnish services.

Specity the specific circumstances under which payment is made, the types of relatives/legal guardians t¢ whom
payment may be made, and the services for which payment may be made. Specify the controls that are employed to
ensure that payments are made only for services rendered, Also, specify in Appendix C-1/C-3 each waiver service for
which pavient may be made to relatives/legal guardians.

Relatives who are not legal guardians, over the age of I8 and not living in the same home, as the eligible consumer
may be paid for providing waiver services if they meet all other requirements. The state only will pay a relative if
they are over the age of 18 and not living in the home. The state does not pay legal guardians for completion of
services.

State does not pay legat guardians so there is no circumstance or method for determination. For relative — Respite -
within the enrollment process with the fiscal agent they would provide proof of residence and proof of age. If
agency is hiring the provider, then it would be their responsibility to ensure the provider is not living within the
home and is over the age of 18,

The controls in place are: the completed authorization that reflects the services listed on the Participant Care Plan
arc signed by 1he parent! legal guardian this is then entered into MMIS by the Human Service Program Specialist —
the claim will match up against the participant Medicaid enrollment followed by the service auth if units are over
they will not pay and if procedure code is not listed it will not pay.

The state does not authorize services provided by a legal gnardian

O Relatives/legal gnardians may be paid for providing waiver services whenever the relative/legal guardian is
qualified to provide services as specified in Appendix C-1/C-3,

Specify the controls that are employed to ensure that payments are made only for services rendered.

O Other policy.

Specify:

]

f. Open Enrollment of Providers, Specify the processes that are employed to assure that all willing and qualitied providers
have the opportunity 1o enroll as waiver service providers as provided in 42 CFR §431.51:

08/19/2019



Application for 1915(c) HCBS Waiver: Draft ND.012.02.01 - Jan 01, 2020 Page 52 of 140

Anyone who meets the requirements identified in the Participant Service Plan and provider qualifications listed by
service may be hired by the family. Providers have access to enrollment process on line and there is a link to the
enrollment from the auatism web page, or the can contact the autism service and we will assist them through the process.
hitp://www.nd.gov/dhs/info/mmis.html. This information is also listed on the web page:
http://www.nd.gov/dhs/info/mmis.html. There are no timefrarmes for provider enrollment — the state will work with

provider throughout the process and approval is based on how soon the provider completes the paperwork and submits
followed by verifications,

Appendix C: Participant Services

Quality Improvement: Gualified Providers

As a distinct component of the States qualily improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methods for Discovery: Qualified Providers

The state demonstrates that it has designed and implemented an adeguate system for assuring that all waiver services
are provided by qualified providers.

i Sub-Assurances:

#, Sub-Assurance: The State verifies that providers initially and continually meet required licensure and/or
certification standards and adhere to other standards prior to their furnishing waiver services.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurarnce,
complete the following. Where possible, include numerator/denominator.

For each performan sure, provide information on the aggregat hat will enable the State to
anafvze and gssess progress toward the performance measure. In this section provide information on the
method by which each sonrce of datq is analvzed staristically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated where appropriate

Performance Measure:
Number and percent of providers subject to certification and adherence to other
standards prior to funishing waiver services, N: Number of providers who meet

certification standards and adhered to ND State laws prior to furnishing waiver
services. D: All provider applicants,

Data Source (Sclect one):
Other

I 'Other' is sclected, specify:
Provider Data Base

Responsible Party for
data
collection/generation
(check each that applies):

Frequency of data
collection/generation

(check each that applies).

Sampling Approach
{check each that applies):

State Medicaid ] Weekly 130% Review
Agency
L Operating Agency U Monthly L] Less than 100%

Review
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t Sub-State Entity 4 Quarterty 0 Representative
Sample
Confidence
Interval =
O Other [ Annually N Stratified
Specify: Describe Group:

Continuously and U Other

Ongoing Specify:
O other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency U Weekly
[ Operating Agency O Monthly
] Sub-State Entity ] Quarterly
1 Other
Specify:
Annually

] Continnously and Ongoing

L1 Other
Specify:
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Performance Measure;

Number and percent of waiver providers that annually meet the required
licensure/certification standards for practice within their designated field. N: total
number of providers who annually met provider licensing requirements. D: total
number of providers who are required to maintain a license,

Data Source (Select one):
Record reviews, on-site
If'Other' is selected, specify:

Respansible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation {check each that applies):

(check each that applies):

State Medicaid U weekly 100% Review
Agency
] Operating Agency U Monthly [ Less than 100%
Review
[ Sub-State Entity o Quarterly O Representative
Sample
Confidence
Intervai =
O Other Annualty [ Stratified
Specify: Bescribe Group:

] Continnously and L] Other
Ongoing Specify:

L Other
Specify:

Data Aggregation and Analysis:

Page 54 of 140
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Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that appiies):

State Medicaid Agency

o Weekly
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O Operating Agency 0 Monthly

[ Sub-State Entity td Quarterly

U Other
Specify:

Annually

O Continuously and Ongoeing

O Other
Specify:

b. Sub-Assurance: The State monitors non-licensed/non-certified providers to assure adherence to waiver
requirements.

For each performance measure the State will use 10 assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each nerformance measure,provide information on the aggregated data that will enable the State to
analvze and gssess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statisticalivideductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated where apniropriate.

Performance Measure:

Number and percent of new self-directed service Respite employees who have met ND
state laws and standards. N: All new self-directed service Respite employees that have
met ND state laws and standards, D: All new self-directed service Respite employees.

Data Source (Select one):
Other

If 'Other' is selected, specify:
Report from Fiscal Agent

Responsible Party for Frequency of data

data collection/generation
collection/generation (check each that applies):
(check each that applies).

Sampling Approach
(check each that applies):

State Medicaid U Weekly 100% Review

Agency
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L] Operating Agency

O Monthly

H Less than 100%
Review

L Sub-State Entity

H Quarterly

L Representative
Sample
Confidence
Interval =

L Other
Specify:

[ Annually

L} Stratified
Describe Group:

[ Continuously and
Ongoing

(every 6 months)

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis{check each that applies):

State Medicaid Agency L Weekly
Ll Operating Agency U Monthly
[ Sub-State Entity [ Quarterly

] Other
Specify:

Annnally

O Continuously and Ongoing

(] Other
Specify:

Page 56 of 140
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Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

Performance Measure:

Number and Percent of self-directed service respite employees who annually meet ND
state laws and standards, N; All self-directed respite employees that have met ND
state laws and standards. D: all self-directed service respite employees.

Data Source (Sclect one):
Training verification records
If'Other' is selected, specily:

Responsible Party for
data
collection/generation

Frequency of data
collection/generation

(check each that applies):

Sampling Approach
(check each that applies):

(check each that applies):

State Medicaid 0 weekdy 100% Review
Agency
L Operating Agency U Monthly 0 Less than 100%

Review

[ Representative
Sample
Confidence
Interval =

[ Sub-State Entity U Quarterly

LI Stratified
Describe Group:

O Other
Specify:

Annually

O Continuously and [ Other
Ongoing Specifly
............................ )
L |
L other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and

aggregation and analysis (check each | analysis(check each that applies):

that applies):

State Medicaid Agency 0J Weekly

] Operating Agency L Monthly

U Sub-State Entity [ Quarterly

(] Other
Specify:

Annually

U Continuously and Ongoing

O Other
Specify:
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. Sub-Assurance: The State implements its policies and procedures for verifying that provider training is
conducted in accordance with state requirements and the approved waiver,

For each performance measure the State will use 10 assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominalor.

For each performance measure, provide information on the agar egatea' dma that will enable the State to

method by wiwch edch source of daa‘a is analvzed vrat‘zsttca[z’v/dea’ucttve!v or inductively, how themes gre

identified or conclusions drawn, and how recommendations are formulated_where appropriate.

Performance Measure:

Number and percent of provider agencies, whose staff complete State required
training. N: Number of provider agencies, whese staff completed State required

training. D: All provider agencies.

Data Source (Select one):
Provider performance monitoring
If 'Other' is selected, specify:

Responsible Party for Frequency of data

Sampling Approach

data collection/generation {(check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid L) weekly 100% Review
Agency
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] Operating Agency L Monthly O Less than 100%
Review

U Sub-State Entity Quarterly L Representative

Sample -
Confidence
Interval =

L |

O Other [l Annually ] Stratified
Specify: Describe Group:
P

O Continuously and 0 Other

Ongoing Specify:
i
U Other
Specily:
Data Aggregation and Analysis:
Responsible Party for data Frequency of dafa aggregation and
aggregation and analysis (check each  {analysis(check each that applies):
that applies):
State Medicaid Agency U Weekly
4 Operating Agency O Monthly
[l Sub-State Entity Quarterly
[ Other
Specify:

[ Annually

D Continuously and Ongoing

L other
Specify:
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Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies).

Page 60 of 140

i, If applicable, in the textbox below provide any necessary additional information on the strategics employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible,

b. Methods for Remediation/Fixing Individual Problems

i. Describe the States method for addressing individual probiems as they are discovered, Include information
regarding responsible parties and GENERAL methods for problem correction, [n addition, provide information on
the methods used by the state to document these items.

standards.

When deficiencies are discovered, specific plans of correction are required in order to maintain ND state laws and E
1]
i

.

i. Remediation Data Aggregation
Remediation-related Data Aggregation and Anal

ysis (including trend identification)

Responsible Party(check each that applies):

Frequency of data aggregation and analysis
{check each that applies):

State Medicaid Agency

O Weekly

U Operating Agency

L Monthly

L1 Sub-State Entity

[:] Quarterly

U Other
Specify:

L Annualiy

Continuously and Cngoing

(] Other
Specify:

¢, Timelines

When the State does not have all clements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Qualified Providers that are currently non-operational.

® No
o Yes

Pigase provide a detailed strategy for assuring Qualificd Providers, the specific timeline for implementing identified

strategies, and the parties respensible for its operation.

08/19/2019



Application for 1915(c) HCBS Waiver: Draft NC.012.02.01 - Jan 01, 2020 Page 61 of 140

Appendix C: Participant Services
C-3: Waiver Services Specifications

Section C-3 'Service Specifications' is incorporated into Section C-1 "Waiver Services.’

Appendix C: Participant Services
C-4: Additional Limits on Amount of Waiver Services

a, Additional Limits on Amount of Waiver Services. Indicate whether the waiver employs any of the following additional
limits on the amount of waiver services (select one).

® Not applicable- The state does not impose a limit on the amount of waiver services except as pravided in Appendix
C-3.

Y Applicable - The staie imposes additional limits on the amount of waiver services.

When a limit is employed, specify: {a) the waiver services to which the limit applies; (b) the basis of the limit,
including its basis in historical expenditure/utilization paiterns and, as applicabie, the processes and methedologies
that are used to determine the amount of the limit to which a participant's services are subject; (¢} how the limit will
be adjusted aver the course of the waiver period; (d) provisions for adjusting or making exceptions to the limit tased
on participant health and welfare needs or other factors specified by the state; (e) the safeguards that are in effect
when the amount of the Hmit is insufficient to meet a participant's needs; (f) how participants are notified of the
amount of the limil. (check each that applies)

U Limif(s) on Set(s) of Services. There is a limit on the maximum dollar amount of waiver services that is
authorized for one or more sets of services offered under the waiver,
Furnish the information specified above.

[ Prospective Individual Budget Amount. There is a limit on the maximum dollar amount of waiver services
authorized for each specific participant,
Furnish the information specified above.

O Budget Limits by Level of Support. Based on an assessment process and/or other factors, participants are

assigned to funding levels that are limits on the maximum dollar amount of waiver services.
Furnish the informaiion specified above,

L] Other Type of Limit. The state employs another type of limit.
Describe the limit and furnish the information specified above.
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!
|
|

Appendix C: Participant Services

C-5: Home and Community-Based Settings

Explain how residential and non-residential settings in this waiver comply with federal HCB Settings requirements at 42 CFR
441.301(c)(4)-(5) and asscciated CMS guidance. Tnciude:

1. Description of the settings and how they meet federal HCB Settings requirements, at the time of submission and in the
future.

2. Description of the means by which the state Medicaid agency ascertains that all waiver settings meet federal HCB Setting
requirements, at the time of this submission: and ongoing.

Note instructions at Module I, Attachment #2, HCB Settings Waiver Transition Plan for description of settings that do not meet
requirements at the time of submission. Do not duplicate that information here,

All waiver settings comply with the setting guideline's within the final rule.

The Department of Human Services has done a review of all the settings where Autism Spectrum Disorder services are provided
to an eligible recipient, by looking at waiver, policy and review of care plans. It was determined at this time the settings within
the Autism Spectrum Disorder waiver comply with the final rule.

North Dakota assures that the settings transition plan included in this waiver renewal will be subject to any provisions or
requirements inciuded in the State’s approved Statewide Transition Plan. North Dakota will implement any required changes
upon approval of the Statewide Transition Plan and will make conforming changes to its waiver when it submits the next
amendment.”

Appendix D: Participant-Centered Planning and Service Delivery

D-1: Service Plan Development (1 of 8)

State Participant-Centered Service Plan Title:

Participant Service Plan

a. Responsibility for Service Plan Development. Per 42 CFR §441.301(b)(2), specify who is responsible for the
development of the service plan and the qualifications of these individuals (select each that applies):

[ Registered nurse, licensed to practice in the state

U Licensed practical or vocational nurse, acting within the scope of practice under state law
(] Licensed physician (M.D. or D.0)

Case Manager (qualifications specified in Appendix C-1/C-3)

] Case Manager (qualifications not specified in Appendix C-1/C-3).
Specify qualifications:

[ Secial Worker
Specify gualifications:
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!

O Other
Specify the individuals and their qualifications:

I

Appendix D: Participant-Centered Planning and Service Delivery
B-1: Service Plan Development (2 of 8)

b. Service Plan Development Safegunards. Select one:

O Entities and/or individuals that have responsibility for service plan development may not provide other
direct waiver services to the participant,

@ Entities and/or individuals that have responsibility for service pian development may provide other
direct waiver services to the participant.
The state has established the following safeguards to ensure that service plan development is conducted in the best
interests of the participant. Specifi=
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Currently the agencies that provide service management services may aiso provide agency respite service to the
identified participant. Currently the state of North Dakota has five agencies providing Autism Service Management -
these service managers have at a minimum a four year degree, two years experience working with children with an
autism or related conditions and a certification/designation of expertise in Autism. Due to the geographic landscape
of the state the only willing and qualified providers of Autism Case Management are the same entities that also
provide respite services.

The agency that is providing this service also provide the service of agency respite. the service manager is not
allowed to provide respite services. families are informed of their options to self direct or utilize an agency respite.
The additional dispute resolution can be found on the brochure families receive yearly during the Level of Care
process, families are also given the Protection and Advocacy contact information,

(If you are receiving service of Service Management AND Respite by the same agency and you are uncomfortable
reporting any problems/ concerns to your Service Manager, the State Autism office is available to you at 1/800-753-
2604 or 1-701-328-4630 to assist you in addressing your probiems/ concerns,

You also have the option of contacting Protection & Advocacy to assist you at §00-472-2670)

Upon a participant being found eligible for the waiver, the legal decision maker is informed of the two options of
respite available (seif-direcied or agency) to them, and of the choice to have a agency respite providing service
managerment as their provider of respite, or they can choose another provider for the respite, This discussion is
completed by the State Autism Coordinator, initially, and addressed annually while completing the participant plan
of care. Families receive a brochure on their Freedom of Choice and Rights within the program (families must sign
off that they receive this brochure at the annual Participant Service Plan meeting.)

The legal decision maker always has a choice of who will provide Service Management and/or repsite and are also
give information on who they can talk to if they do not feel comtortable talking to their scrvice manager about their
concerns,

All Participant Service Plans/ authorizations of service are sent to the State Autism Coordinator to authorize and
enter into MMIS for payment. A plan is not considered approved until it is authorized by the State Autism
Coordinator. All PSP must be sent to the state for final approval. Service manager and legal guardian must sign the
plan. the state reviews the plan and ensure the authorization reflect the needs of the waiver service.

The plan must be signed by the legal decision maker, service manager and anyone else that is present at the meeting,
the authorization of services is also signed by the fegal decision maker and service manager along with the State
Autism Coordinator to be determine appraved, this is completed four time a year. the services must be listed on the
PSP that is sent into the state for approval. Authorizations are reviewed quarterly to ensure they meet the needs of
the participant and that the service is rendered,

The safeguards in place are upon acceptance into the program the family talks with the State Program Administrator
about the provider optiens for Service Management and what services are available through the waiver. Family is
also given a brochure that explains their rights to choose providers and to change providers. this brochure is given lo
families initially and then annually at time of Level of Care renewal. The PSP also has the participant mark off they
have chosen the listed providers and are aware they can change things by contacling their Service Manager.

Within this brochure are the steps participants can take o resolve disputes from talking with their service manager to
contacting the state office to reaching out to Protection and Advocacy for assistance, Also within the PSP the
participant marks they are aware they can appeal and the address of where to appeal is stated. On the authorization
the process for appeat is listed.

Rights brochure states one of the responsibilities of the Service Manager provider is to not allow the service
manager to complete any other service for the Participant. Providers are also reminded about this by the State during
training.

Appendix D: Participant-Centered Planning and Service Delivery

D-1: Service Plan Development (3 of 8)
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¢. Supporting the Participant in Service Plan Development. Specify: (a) the supports and information that are made
available to the participant (and/or family or legal representative, as appropriate} to direct and be actively engaged in the
service plan development process and (b) the participant's authority to determine who is inctuded in the process.

i’l'he SM informs the patticipant and family of their involvement in the development of the Participant Service Plan, and i
their right lo choose who can be involved in the assessment and program pian development. The participant and their
inamily also are given the opportunity to choose the time and location of meetings, and the makeup of team membership.
The participant receives a brochure that explains each of the waiver services. also, a Rights and Responsibility brochure

Ethat explains what o expect to include how to request a fair hearing.

Appendix D: Participant-Centered Planning and Service Delivery
P-1: Service Plan Development (4 of 8)

d. Service Plan Development Process. In four pages or less, describe the process that is used to develop the participant-
centered service plan, including: (a) who develops the plan, who participates in the process, and the timing of the plan; {b)
the types of assessments that are conducted to support the service plan development process, including securing
information about participant needs, preferences and goals, and health status; (¢) how the participant is informed of the
services that are available under the waives; (d) how the plan development process ensures that the service plan addresses
participani goals, needs (including health care needs), and preferences; () how waiver and other services are coordinated.
{f) how the plan development process provides for the assignment of responsibilities to implement and monitor the plan;
and, (g) how and when the plan is updated, including when the participant's needs change. State laws, regulations, and
policies cited that affect the service plan development process are available to CMS upon request through the Medicaid
agency or the operating agency (if applicable):
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The Vineland 3 is completed before the time of assessment to help identify the individual’s specific areas of strengths and
needs. The Service Manager (SM} initiates the Participant Service Plan development at the time of enrollment with the
family. A Risk Assessment within the Participant Service Plan is also completed with the family to identify potential
risks to the individual and how the risks are currently being addressed. The SM assists the family in identifying outcomes
{what is important to the individual, what it is they want and why) and also informs the family of Medicaid funded
services that may assist them in achieving their identified outcomes and assist in the referral and access 1o services. The
SM explains and provides written information to the family regarding institutional vs. home and community based
services; waiver options; and roles and responsibilities of self-directing supperts, The SM documents the individual’s
identified outcomes and requested services in the Participant Service Plan, The Participant Service Plan also includes
other services, including the amount and frequency, and other supports the individual is currently receiving, regardless of
funding source. The family is given their choice of waiver services. If the individual is denied a choice of HCBS
services, the family/legal guardian is informed of their opportunity to request a Fair Hearing.

A Participant Service Plan is developed before waiver services are authorized and at least annually thereafter (vear minus
one day). The Participant Service Plan is developed to identify the needs of the participant and to devise ways to mect
thase needs. The team includes the family, family members, friends or advocates chosen by the participant, and SM. StafT
members who work most closely with the participant providing direct support and care, and know the participant best
may also be invited to participate. The Participant Service Plan is finalized by the SM and when approved by the family,
distributed to team members. The SM completes the preauthorization of home and community based services, parents
sign, this is approved by the State Autism Coordinator prior to being entered in the MMIS payment system for billing
purposes. this process is completed four times per year at a minimum. The following rights are printed on the Participant
Service Plan and the signature/ initials where indicated by the legal decision maker, on the Participant Service Plan
indicates that they have an understanding of the following: a) received a copy of their rights and understand therm; b)
been informed of their right to request a change ot SM; ¢) been informed of Protection and Advocacy Services; d) been
informed of their right to select institutional services or waiver services (if the ICF/TID level of care is met); ¢) been
informed of their right to a choice of service provider(s); £} received information regarding their right to appeal; g) are in
agreement with the services listed on the Participant Service Plan; h) understand that for services requiring Title XIX
funding, they must maintain Medicaid eligibility or private pay for those services.

The SM is responsibie for in depth monitoring that will consist of two face to face home visits with the waiver participant
and contact with the family every 90 days (the two home visit are part of these contacts) to review quality and satistaction
with services, {o assure services are delivered as required and remain appropriate for the individual, In depth monitoring
by the SM also includes review of individual records, provider progress notes regarding significant events contained in
the monthly update, review of incident reports from the guarter and verification that recommendations generated to
prevent reoccurrence were implemented and effective. The SM shares the results and findings of the monitoring with the
family and service provider(s). Identified areas of concern are addressed in the Participant Service Plan developed by the
team,

The Participant Service Plan is updated at least annually (one year minus one day). The SM submits this information to
the State Autism Coordinator who is responsible for final review and completed the ICF/I1D Level of Care screen that is
entered into the Medicaid payment system.

Inn addition, the Participant Service Plan is reviewed at least quarterly and updated if progress has not been made, towards
measurable outcomes. The Participant Service Plan is also reviewed and updated when there is a significant change in
the participant’s needs due to change in the health or mental status of the participant; as goals and objcctives ate realized,
or when a participant services change. The family and any team member can request a team meeting for Participant
Service Plan revisions.

Prior to each annual plan, the SM reviews the rights information with the family, which inciudes their right to choose
among and between waiver services, qualificd providers and their right to appeal if they are denied the choice of services
or provider,

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (5 of 8)

e. Risk Assessment and Mitigation. Specify how potential risks to the participant are assessed during the service plan
development process and how strategies to mitigate risk are incorporated into the service plan, subject o participant needs
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and preferences, In addition, describe how the service plan development process addresses backup plans and the
arrangements that are used for backup.

The SM completes the risk assessment with the family at the time completion of Participant Service Plan, Miligation
strategies are incorporated for cach identified risk into the pian. The risk assessment is updated at least annually or
whenever the status of the participant warrants a change in the plan to assure that all risks are identified and mitigation
strategics are developed, documented, and implemented. The family is invelved the plan development process and will
have the opportunity to approve the plan, including risk prevention and mitigation activities prior to implementation of
the plan. The risk assessment addresses the need to develop an effective, individualized back up plan to be incorporated
into the Participant Service Plan.

Appendix I Participant-Centered Planning and Service Delivery
D-1: Service Plar Development (6 of 8)

f. Informed Choice of Providers. Describe how participants are assisted in obtaining information about and selecting from
among qualified providers of the waiver services in the service plan,

The SM shares information regarding iocat staff recruitment options and matertal specifically developed for self-directed
supports. Participanis and their legat decision makers are given a list of qualified providers of waivered services upott
waiver enroliment and prior to their Participant Service Plan, as well as on an as needed basis. SMs assist the participant,
and their iegal decision makers, in meeting with providers selected by the participant and their legal decision makers.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (7 of 8)

g. Process for Making Service Plan Subject to the Approval of the Medicaid Agency. Describe the process by which the
service plan is made subject to the approval of the Medicaid agency in accordance with 42 CFR §441.301(b)(1){i):

All Participant Service Plan are submitted along with the service authorizations to the State Autism Coordinator for
signature and approval by the service manager.

The State Autism Coordinator serves as a representative of the Mcdicaid agency, as they are an employee of the
Department of Human Services.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plar Development (8 of 8)

h. Service Plan Review and Update. The service plan is subject 10 at least annual periedic review and update to assess the
appropriateness and adequacy of the services as participant needs change. Specify the minimum schedule for the review
and update of the service plan:

® Every three months or more frequently when necessary
o Every six months or move frequently when necessary
o Every twelve months or more frequently when necessary

O Other schedule
Specify the other schedule:

i. Maintenance of Service Plan Forms. Written copies or electronic facsimiles of service plans are maintained for a
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minimum period of 3 years as vequired by 45 CFR §92.42. Service plans are maintained by the following (check each that
applies):

Medicaid agency

U Operating agency

U Case manager

O Other
Specify:

Appendix D: Participant-Centered Planning and Service Delivery

D-2: Service Plan Implementation and Monitering

a. Service Plan Implementation and Monitoring. Specify: (a) the entity (entities) responsible for monitoring the
implementation of the service plan and participant health and welfare; (b) the monitoring and foliow-up method(s) that are
used; and, (c) the frequency with which monitoring is performed,

The SM is responsible for monitoring the implementation of the Participant Service Plan and the health and welfare of
the participant. The patticipant’s farnily and SM prepare a Participant Service Plan describing the way in which services
will be carried out. The family is responsible to oversee the day to day implementation of the Participant Service Plan,
and access to non-waiver services including health services.

‘The team reviews the Participant Service Plan quarterly. The SM is responsible for in depth monitoring that will consist
of a face to face visit with the waiver participant and a contact with the family every 90 days in the home, to review
quality and satisfaction with services, to assure services are delivered as required and remain appropriate for the
individual. In depth menitoring by the SM will also include of review of individual records, provider progress notes
regarding significant events contained in the monthly update, review of incident reports from the quarter and verification
that recommendations generated to prevent reoccurrence were impiemented and effective. The SM will share the results
and findings of the monitoring bi-annually with the family and service provider(s} at the time of the Participant Service
Plan review visit. [dentified areas of concern will be addressed in an action plan developed within the Participant Service
Plan by the service providers and SM.

The Participant Service Plans are updated at least annually (one year minus one day). In addition, the plan will be
reviewed at least quarterly and updated if progress has not been made, towards measurable outcomes, The Participant
Service Plan reviews and updates when there is a significant change in the individual’s needs due to change in the health
or mental status of the individual; as goals and objectives are realized, or when an individual is moved from one setting to
another or to another service. The family and any team member can request a team meeting for Participant Service Plan
revisions,

Prior to each annual Participant Service Plan, the SM will review the rights information with the family, which includes
their right to choose among and between walver services, qualified providers and their right to appeal if they are denied
the choice of services or provider.

b. Monitoring Safeguards. Select one:

® Entities and/or individuals that have responsibility to monitor service plan implementation and
participant health and welfare may not provide other direct waiver services to the participant.

O Entities and/or individuals that have responsibility to monitor service plan implementation and
participant health and welfare may provide other direct waiver services to the participant.

The state has established the following safeguards to ensure that monitoring is conducted in the best interests of the
participant. Specify:
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Appendix D: Participant-Centered Planning and Service Delivery
Quality Improvement: Service Plan

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methods for Discovery: Service Plan Assurance/Sub-assurances

The state demonstrates it has designed and implemented an effective system for reviewing the adequacy of service plans
Sor waiver participants.

i. Sub-Assurances:

a. Sub-assurance: Service plans address all participants assessed needs (including health and safety risk
Sfactors) and personal goals, either by the provision of waiver services or through other means.

Performance Measures

For each performance measure the State will use to assess compliance with the statuiory assurance {or
sub-assurance), complete the following, Where possible, include numerator/denomingior.

For each performance measure, provide information on the aggr ega!ed a’ata that will enable ."ize State 10

Performance Measure:

Number and percent of Participant Service Plans (PSPs) that include strategies to
address needs and mitigate risks identified through the assessment process. N:
Number and percent of participant service plans that include strategies to address

needs and mitigate risks identified through the assessment process, D: Total number
of plans reviewed.

Data Source (Select one):
Other

If'Other' is selected, specify:
Secure efectronic participant file

Responsible Party for
data

collectient/generation

(check each that applies):

Frequency of data
collection/generation

{check each that applies):

Sampling Approach

(check each that applies):

State Medicaid L Weekly 100% Review
Agency
Ul Operating Agency O Monthly O Less than 100%
Review
O Sub-State Entity 0 Quarterly L Representative
Sample
Confidence
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Interval =
U Other U Annually L Stratified
Specify: Describe Group:

Continuousky and L Other

Ongoing Specify:
a Other
Specify
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | amalysis(check each that applies):
that applies):
State Medicaid Agency o Weekly
L] Operating Agency O Monthty
[ Sub-State Entity a Quarterly
L other
Specify:

Annually

] Continuously and Ongoing

LJ Other
Specify:

Performance Measure:
Number and % of Participant Service Plans addressing personal goals. N: Number of
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Participant Service Plans address personal geals, D: All Participant Service Plans,

Data Source (Select one):
Record reviews, off-site
If'Other' is selected, specify:

Application for 1915(c) HCBS Waiver: Draft ND.012.02.01 - Jan 01, 2020

Responsible Party for
data
collection/generation
(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid U weekly 100% Review
Agency
O Operating Agency O Menthly [ Less than 100%
Review
O Sub-State Enfity U Quarterly d Representative

Sample
Confidence
Interval =

O Other
Specify:

Annually

O Stratified
Describe Group:

U Continnously and ] Other
Ongoing Specify:
U Other
Specify:

Data Aggregation and Apnalysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):
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that applies):
State Medicaid Agency 0 Weekly
L] Operating Agency O Monthly
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Frequency of data aggregation and
analysis(check each that applies):

Responsible Party for data
aggregation and analysis (check each
that applies):

] Sub-State Entity i Guarterly

] Other
Specify:
Annually

U Continuously and Ongoing

U Other
Specify:

b. Sub-assurance: The State monitors service plan development in accordance with iis policies and
procedures.

Performance Measures

For each performance measure the State will use lo assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

of* each performarce measure, provide information on the aegregated data that will ex he State fo
Z SE85 Progr: ward { erformance measure, In this tion provide fnformation &

method by which eqch source of data is analyzed statisticallv/deductively or inductively,_how themes are

identified or conclu pinilated wher

Performance Measure:

Number and percent of Participant plan of Care that are reviewed by State Autism
Coordinator to assure they include all required standards. N: number of Participant
Plan of Cares reviewed by State Autism Coordinator. D: total number of service
plans.

Data Source (Select one):
Record reviews, on-site
[£'Other' is selected, specify:
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Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(eheck each that applies):

Sampling Appreach
(check each that applies):

State Medicaid U Weekly 160% Review
Agency
O Operating Agency L] Monthly Ul Less than 100%

Review
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L] Sub-state Entity

Quarterly

[ Representative
Sample
Confidence
Interval =

O Other
Specify:

O Annually

O Stratified
Describe Group:
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U Continueusly and U Other
Ongoing Specify:
0 Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency U Weekly
U Operating Agency 0 Monthly

(] Sub-State Entity

Quarterly

] Other
Specify:

U Annually

O Continuously and Ongeing

[ Other
Specify:

___________________________ o
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¢. Sub-assurance: Service plans are npdoted/revised af least annually or when warranted by changes in the
waiver participants needs.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following, Where possible, include numerator/denominator.

For each performance 1 re, provide jnformati i the aggregated daia that wil the State to
analyze and assess progress toward the performance measwre, In this section provide information on the
miethod by which each source of data is analvzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure:
Number and percent of Participant Service Plans that are updated annually or
reviewed/updated based on a participant's changing needs. N:Number of PSP’s

updated annually or reviewed / updated based on a participant’s changing needs D:
Total number of PSPs reviewed.

Data Source (Select one):
Other

If'Other' is selected, specify:
Secure electronic data system

Responsible Party for Frequency of data Sampling Appreach
data collection/generation (check each that applies):
collection/generation (check each that applies):
{check each that applies):
State Medicaid L Weekly 100% Review
Agency
] Operating Agency O] Monthly 4 Less than 100%
Review
L Sub-State Enti U Quarterly L Representative
ty p
Sample
Confidence
Interval =
.................................................... .
L] Other [ Annually L Stratified
Specily: Describe Group:

Continuously and U Other
Ongeing Specify:

08/19/2019



Application for 1915(c) HCBS Waiver: Draft ND.012.02.01 - Jan 01, 2020 Page 75 of 140

L] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

State Medicaid Agency O Weekly

L] Operating Agency (] Monthly

U Sub-State Entity O Quarterly

[ Other

Specily:

Annually

[ Contintously and Ongoing

c Other
Specify:

d. Sub-assurance: Services are delivered in accordance with the service plan, including the type, scope,
anount, duration and frequency specified in the service plan,

Performance Meceasures

For each performance measure the Siate will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following, Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to
analvze and assess pragress tloward the performance measure. In this section provide information on the
mefhod by which each source of data is analvzed statisticallv/deductively or inductively, how themes gre

Performance Measure:

# and % of participants that will receive waiver services as specified on the service
plan to include the type,scope,amount,duration and frequency as verified by claims
data review. N:number of waiver participants receiving waiver services as specified
on the service plan to include type,scope,amount,duration and frequency as verified
by elaims data review. D:total number of waiver participants.
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Data Source (Select one):

Other

If'Other' is selected, specify:

Secure Electronic Data base- claims reports

Responsible Party for Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation (check each that applies);

(check each that applies):

State Medicaid O Weekly 106% Review
Agency
4 Operating Agency (] Monthly 0J Less than 100%
Review
U Sub-State Entity (] Quarterly 0 Representative
Sample
Confidence
Interval ==
C Other Annually ] Stratified
Specify: Describe Group:

L] Continuously and U Other
Ongoing Specify:

L Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check eachr | analysis(check each that applies):
that applies):

State Medicaid Agency L Weekly

0 Operating Agency L Monthly

] Sub-State Entity O Quarterly
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that applies):

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

4 Other
Specify:

Annually

O Centinuously and Ongoing

L other
Specify:
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e. Sub-assurance: Participants are afforded choice: Between/mmong waiver services and providers.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or

sub-assurance), complete the following. Where passible, include nmumerator/denominator.

For each nerformance measure,provide information on the aggregated data that will engble the State to

analvze and assess progress toward the performance measure. In this section provide information on the

method by which each source of data is analvzed statistically/deductively or inductively, how themes are

identified or conclusions drawn_and how recommendations are formulated where appropriale,

Performance Measure:

Number and percent of participants given a choice of waiver services and providers.

N: total number of waiver participants given a choice of waiver services and
providers, D: total number of wavier participants.

Data Source (Select one):
Record reviews, off-site

If 'Other' s selected, specify:

Responsible Party for
data
collection/generation
(check each that applies):

Frequency of data
collection/generation

(check each that applies).

Sampling Approach
{check each that applies):

State Medicaid U weekty 100% Review
Agency
Ol Operating Agency - Monthly 4 Less than 100%

Review

O Sub-State Eatity

g Quarterly

[ Representative
Sample
Confidence
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Interval =

[ Other Annually L Stratified
Specify: Describe Group:

[ Continuously and L] Other

Ongoing Specily:
[ Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysisfcheck each thar applies).
that applies):
State Medicaid Agenc U Weekl
gency Yy
(I Operating Agency U Maonthly
] Sub-State Entity J Quarterly
[ Other
Specify:

Annually

L Continuously and Ongoing

L Other
Specify:

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.
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b. Methods for Remediation/Fixing Individual Problems

i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on

the methods used by the state to document these items.

contains the requirements set forth by the State.

revised or modified as needed based on review.

The service manager is responsible to address unmitigated needs and assure that the participant service plan

If further remediation is required beyond the service manager, the state autism coordinator includes a visit with

the service manager, discussion with the participant's legal guardian(s), a record review of program
implementation, verification of incident remediation and consumer satisfaction. Participant service plans are

ii. Remediation Data Aggreéﬁtion

Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that applies):

Frequency of data aggregation and analysis
(check each that applies):

State Medicaid Agency

O weekly

[ Operating Agency

L wMontnly

L Sub-State Entity

L Quarterly

U Other
Specify:

Annually

O Continuously and Ongoing

O Other
Specify:

¢. Timelines

When the State does not have afl elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Service Plans that are currently non-operational.

® No
O Yes

Please provide a detailed strategy for assuring Service Plans, the specific timeline for implementing identified

strategies, and the parties responsible for its operation.
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Appendix E: Participant Direction of Services

Applicability (from Application Section 3, Components of the Waiver Request):

® ves. This waiver provides participant direction opportunities. Complete the remainder of the Appendix.
O No. This waiver does not provide participant direction opportunities. Do not complete the remainder of the
Appendix.

CMS urges states to afford all waiver participants the opportunity to direct their services. Participant direction of services
includes the participant exercising decision-making authority over workers who provide services, a participant-managed budget
or both. CMS will confer the Independence Plus designation when the waiver evidences a strong commilment fo participant
direction.

Indicate whether Independence Plus designation is requested (select one):

O Yes. The state requests that this waiver be considered for Independence Plus designation.
® No. Independence Plus designation is not requested.

Appendix E: Participant Direction of Services
E-1: Overview (1 of 13)

a, Description of Participant Direction. In no more than two pages, provide an overview of the opportunities for participant
direction in the waiver, including: (a) the nature of the opportunities afforded to participants; (b) how participants may take
advantage of these opportunities; (c) the entities that support individuals who direct their services and the supports that
they provide; and, (d) other relevant information about the waiver's approach to participant direction.

Sclf-directing opportunities are available in Respite and Assistive Technology. Participants determine the
vendors/providers from whom they purchase services and supports. Participants have the opportunity to determine their
priorities within the waiver budget limitations. SMs and the Fiscal Agent staff support participants as they self-direct.
Information regarding risk and responsibility involved in sclf- direction, recommendations and considerations when
selecting a vendor is provided in writing for participants and the material is reviewed with them, Guidance regarding key
decisions amnd assistance in prioritizing needs is also offered.

The support provided by SM is the explanation of service and assistance with enrollment into the Fiscal agent if needed.
Possibly the assistance of problem solving if error consistently oceurs and participant and family are having difficulty,
Also, if need be SM can be a mediator between Participant and fiscal agent.

Fiscal Agent assists family in understanding enrollment, payroli requirements and balances to include disputes.

Appendix E: Participant Direction of Services
E-1: Overview (2 of 13)

b. Participant Direction Opportanities. Specify the participant direction opportunitics that are available in the waiver,
Select one:

o Participant: Employer Authority. As specified in Appendix E-2, ltem a, the participant {or the participant's
representative) has decision-making authority over workers who provide waiver services. The participant may
function as the comnion law employer or the co-employer of workers, Supports and protections are availabie for
participants who exercise this authority.

O Participant: Budget Authority. As specified in Appendix E-2, Item b, the participant (ot the participant's
representative) has decision-making authority over a budget for waiver services. Supports and protections are
available for participants who have authority over a budget.

® Both Authorities. The waiver provides for both participant dircction opportunities as specified in Appendix E-2.
Supports and protections are available for participants who exercise these authorities.
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¢, Availability of Participant Direction by Type of Living Arrangement. Check each that applies:

Participant direction opportunities are available to participants who live in their own private residence or the
home of a family member,

[ Participant direction opportunities are available to individuals who reside in other living arrangements wheve
services (regardless of funding source) are furnished fo fewer than four persons unrelated to the proprietor.

O The participant direction opportunities are available to persons in the following other living arrangements

Specify these living arrangements:

Appendix E: Participant Direction of Services
E-E: Overview 3 of 13)

d. Election of Participant Direction. Election of participant direction is subject to the following policy (select one):

O waiver is designed to support only individuals who want to direct their services.

O The waiver is designed to afford every participant (or the participant's representative) the opportunity to
elect fo direct waiver services, Alternate service delivery methods are available for participants who
decide not to direct their services.

® The waiver is designed to offer articipants (or their representatives) the opportunity to direct some or
2 P
all of their services, subject to the following criteria specified by the state, Alternate service delivery
methods are available for participants who decide not to direct their services or do not meet the criteria,

Specify the criteria

Self-directed services consist of respite and assistive technology. Assistive Technology will soiély be participant
directed and Respite can be either participant or provider directed.

Appendix E: Participant Direction of Services
E-1: Overview (4 of 13)

e. Infermation Furnished te Participant. Specify: (a) the information about participant direction opporiunities {e.g., the
benefits of participant direction, participant responsibitities, and potential labilities) that is provided to the participant {or
the participant's representative} to inform decision-making concerning the election of participant direction; (b) the entity or
entitics responsible for furnishing this information; and, (¢) how and when this information is provided on a timely basis.

Participants considering Participant Directed Services, upon enrollment and annually, SMs review wrilten information
with families regarding:

a. Describes benefits and potential Habilities associated with participant direction of services;

b. Responsibilities of participants;

c. Support available through SMs and the Fiscal Agent;

d, Component of a Participant Service Plan and their responsibility in its development;

e. [nformation available on the Fiscal Agent's website,

Appendix E: Participant Direction of Services
E-1: Overview (5 0f 13)
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f. Participant Direction by a Representative. Specify the state's policy concerning the direction of waiver services by a
representative (select one):

O The state does not provide for the direction of waiver services by a representative.

® The state provides for the direction of waiver services by representatives.

Specify the representatives who may direct waiver services: (check each that applies):

Waiver services may be directed by a legal representative of the participant.

L1 Waiver services may be directed by a non-legal representative freely chosen by an adnlt participant,
Specify the policies that apply regarding the direction of waiver services by participant-appointed
representatives, including safeguards to ensure that the representative functions in the best interest of the
participant;

Appendix E: Participant Direction of Services
E-1: Overview (6 of 13)

g. Participant-Directed Services. Specily the participant direction oppertunity {or opportunities) available for each walver
service that is specified as participant-directed in Appendix C-1/C-3.

Waiver Service [ Employer Authority{ Budget Authority
Assistive Technology D

Respite Ei

Appendix E: Participant Direction of Services
E-1: Overview (7T of 13)

h. Financial Management Scrvices. I'xcept in certain circumstances, financial management services arc mandatory and
integral to participant direction. A governmental entity and/or another third-party entity must perform necessary financial
transactions on behalf of the waiver participant, Select one:

® Yes. Financial Management Services are furnished through a third party entity, (Complete item E-i-i).

Specify whether governmental and/or private entities furnish these services, Check each that applies:

Governmental entities
Private entities

O No. Financiat Management Services are not furnished. Standard Medicaid payment mechanisms are used. Do
not complete liem E-1-i.

Appendix E: Participant Direction of Services
E~E: Overview (8 of 13)

i. Provision of Financial Management Services. Financial management services (FMS) may be furnished as a waiver
service or as an administrative activity. Select one:

O FMS are covered as the waiver service specified in Appendix C-1/C-3
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The waiver service entitled:

® FMS are provided as an administrative activity.
Provide the following information

i. Types of Entities: Specify the types of entities that furnish FMS and the methed of procuring these services:

Contract entity.

The procuring of the FM$ is determined with in the DD Division with input for the Autism waiver. This process
complies with 45 CFR 74.

ii. Payment for FMS. Specify how FMS entities are compensated for the administrative activities that they perform:

Monthly fee for service,

FMS rates are based on the average usage from DD Service, Medically Fragile and Autism waiver, The Rate is
relative to the service costs,

iii, Scope of FMS. Specify the scope of the supports that FMS entities provide (check each that applies):

Supports furnished when the participant is the emptoyer of direct support workers:

Assist participant in verifying support worker citizenship status
Collect and process timesheets of support workers

Process payroll, withhelding, filing and payment of applicable federal, state and local employment-
related taxes and insurance

Other

Specify:

EProvides background checks of Respite staff

Supports furnished when the participant exercises budget authority:

Maintain a separate account for each participant’s participant-directed budget
Track and report participant funds, disbursements and the balance ef participant funds
Process and pay invoices for goods and services approved in the service plan

Provide participant with periodic reports of expenditures and the status of the participant-directed
budget

Other services and supports

Specifi:

expenditures.

Additicnal functions/activities:

Execute and hold Medicaid provider agreements as authorized under a written agreement with the
Medicaid agency
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Receive and disburse funds for the payment of participant-directed services under an agreement
with the Medicaid agency or operating agency

Provide other entities specified by the state with periodic reports of expenditures and the status of
the participant-directed budget

O Other

Specify:

iv. Oversight of FMS Entities. Specify the methods that are employed to: (a) monitor and assess the performance of
FMS entities, including ensuring the integrity of the financial transactions that they perform; (b) the entity {or
entities) responsible for this monitoring; and, (¢} how frequently performance is asscsscd.

concerns are documented in the web-based database that is forwarded to the Autism Services Unit, if the issue
cannot be resolved by the SM and family.

The Autism Services Unit has frequent (at least every quarter) conference calls with the Fiscal Agent to review
issues identified. The authorization process prevents over payment to the Fiscal Agent as the MMIS payment
system has edits that prohibits payments in excess of authorized budget limits, The Autism Services Unit
moniters monthly budget program spend dowa reports generated through MMIS payment system and monthly
contract billings for Fiscal Agent services. As outlined in the contract with the Department, the Fiscal Agent has
an independent audit conduct and shares the results,

Appendix E: Participant Direction of Services
E-1: Overview (9 0 13)

j» Information and Assistance in Support of Participant Direction. In addition to financial management services,
participant direction is facilitated when information and assistance are available to support participants in managing their
services. These supports may be furnished by one or more entities, provided that there is no duplication. Specify the

payment authority (or authorities) under which these supports are furnished and, where required, provide the additiona!
information requested (check each that applies):

Case Management Activity. Information and assistance in support of participant direction are furnished as an
element of Medicatd case management services.

Specify in detail the information and assistance that are furnished through case management for each participant
direction opportunity under the waiver:

Service Managers meet with the participants and their legal guardians to review the information regarding the roles,
risks, and responsibilitics involved with self~directing supports. The SMs connect with the fiscal agent, provide

skills needed to self-direct, assist them in locating sources of waiver goods and services and developing budget
management skills.

O Waiver Service Coverage.
Information and assistance in support of

participant direction are provided through the following waiver service coverage(s) specified in Appendix C-1/C-3
(check each that applies):

Participant-Directed Waiver Service Information and Assistance Provided through this Waiver Service Coverage

Assistive E:l
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Participant-Directed Waiver Service Information and Assistance Provided throuwgh this Waiver Service Coverage
Technology
Service
Management D
Respite I:]

[ Administrative Activity, Information and assistance in supporl of participant direction are furnished as an
administrative activity,

Specify (a) the tvpes of entities that furnish these supports; (b) how the supporis are procured and compensated; {c)

describe in detail the supports that are firnished for each participant direction opportunity under the waiver; (d} the
methods and firequency of assessing the performance of the entities that furnish these supports; and, (¢) the entity or

entities responsible for assessing performance:

Appendix E: Participant Direction of Services
E-1: Overview (10 of 13)

k. Independent Advocacy (select one}.

O No. Arrangements have not been made for independent advocacy,

® ves. Independent advocacy is available to participants who direct their services.

Describe the nature of this independent advocacy and how parficipants may access this advocacy:

Participants are informed of availability of representation from the ND Protection and Advocacy Project (P & A). If
requested, the SM assists the participants in accessing services with the P & A. P & A does not furnish other direct
services or perform waiver functions.

Advocacy services
P&A employs Disability Advocates across the State 10 represent eligible individuals with disabilities whose rights
have been violated or who are being unlawfully denied access to services. The Advocate may use various methods
in representing an individual including writing lelters on behalf of the person, making telephone and personal
contacts, participating in team meetings with school personnei or other service providers, filing a formal complaint
or grievance, and assisling with communications between the individual and histher attorney  Website:
http://www.ndpanda.org/services/

Appendix E: Participant Direction of Services
¥-1: Overview (11 of 13)

1. Voluntary Termination of Participant Direction. Describe how the stale accommodates a participant who voluntarily
terminates participant direction ir order to receive services through an alternate service delivery method, including how
the state assures continuily of services and participant health and welfare during the transition from participant direction:

The SM reviews with the participant's legal decision makers the ramifications of voluntary termination. Other support
options including Medicaid State Plan services and other provider-directed waiver options are explored. The SM assists
the family in transition activities to assure no breaks in service. Waiver services continue during the transition period.

Appendix E: Participant Direction of Services
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E-1: Overview (12 113)

m. Involuntary Termination of Participant Direction. Specify the circumstances when the state will involuntarily
terminate the use of participant dircetion and require the participant fo receive provider-managed services instead,
including how continuity of services and participant health and welfare is assured during the transition.

If the roles and responsibilities identified in the Participant Service Plan arc not carried out and it is directly impacting the
health and safety of the participant, the SM notifies the family/legal guardian that the participant-directing services arc
being terminated and review their right to appeal the termination of services offered through this waiver. Other sugport
options including Medicaid State Plan services and other provider-dirccted waiver services are explored. The SM assists
the participant in transition activities assuring that there is no gap in services,

The Participant Agreement and the Budget Authorization for self-directed services describes circumstances under which
the service is terminated. Services will continue during the fransition unless there are situations that immediately impact
the health and safety of the individual.

Services may be involuntarily terminated if the parent or legal guardian were unable to self-direct services which resulted
in a situation that jeopardized the child’s health and welfare, Medicaid fraud, the participant is no longer eligible for
Medicaid, or ineligible for ICF/HD level of care,

If termination is based on Health and Welfare of the participant, then the SM is also required by law to notify Social
Services of the possible danger to participant. And an independent investigation will be conducted by social services.

Any Involuntary terminations must be staffed and approved by the state administration.

Appendix E: Participant Direction of Services
E-1: Overview (13 of13)

n. Goals for Participant Direction. in the following table, provide the state's goals for each year that the waiver is in effect
for the unduplicated number of waiver participants who are expected to elect each applicable participant direction
opportunity. Aanually, the state will report to CMS the number of participants who elect to direct their waiver services.

Table E-1-n
Budget Authority Oniy or Budget Authority in Combination
with Entployer Authority

Employer Authority Only

Waiver
Year

Year3 :I 96

Appendix E: Participant Direction of Services

Nuntber of Participants Number of Participants

i

E-2: Opportanities for Participant Birection (1 of 6)

a, Participant - Employer Authority Complete when the waiver offers the employer authority opportunity as indicated in
ftem F-1-b:

i. Participant Employer Status. Specify the participant's employer status under the waiver. Sefect one or both:

Cl Participant/Co-Employer. The participant {or the participant's representative) functions as the co-employer
{managing employer) of workers who provide waiver services. An agency is the common faw employer of
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participant-selected/recruited staff and performs necessary payroll and human resources functions. Supports
are available to assist the participant in conducting employer-related functions.

Specify the types of agencies (a.k.a., agencies with choice) that serve as co-employers of participani-selected
staff:

Participant/Common Law Employer. The participant (or the participant's represeniative) is the comman law
employer of workers who provide waiver services. An IRS-approved Fiscal/Employer Agent functions as the
participant’s agent in performing payroll and other employer responsibilities that are required by federal and
state law. Supports are available to assist the participant in conducting employer-related functions.

ii. Participant Decision Making Authority, The participant (or the participant's representative) has decision making
authority over workers who provide waiver services. Select one or more decision making authorities that
participants exercise:

Recruit staff

L] Refer staff to agency for hiring {co-employer)
Select staff from worler registry

Hire staff common law employer

O Verify staff qualifications

0 Obtain criminal history and/or background investigation of staff

Specify how the costs of such investigations are compensated:

Specify additional staff qualifications based on participant needs and preferences so long as such
qualifications are consistent with the qualifications specified in Appendix C-1/C-3.

Specify the state's method to conduct background checks if it varies from Appendix C-2-a!

Determine staff duties consistent with the service specifications in Appendix C-1/C-3.
Determine staff wages and benefits subject to state limits

Schedule staff

Orient and instract staff in duties

Supervise staff

Evaluate staff performance

Verify time worked by staff and approve time sheets

Discharge staff (common law employer}

[ Discharge staff from providing services (co-employer)

U Other

Specify:
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Appendix E: Participant Divection of Services

E-2: Opportunities for Participant-Direction (2 of 6)

b. Participant - Budget Aathority Complete when the waiver offers the budget authority opportunity as indicated in ltem k-

I-b:

i, Participant Decision vaking Autherity. When the participant has budget authority, indicate ihe decision-making
authority that the participant may exercise over the budget. Select one or more:
O Reallecate funds among services included in the budget
Determine the amount paid for services within the state's established limits
B
Substitute service providers
Schedule the provision of services

Specify additional service provider qualifications consistent with the qualifications specified in
Appendix C-1/C-3

Specify how services are provided, consistent with the service specifications contained in Appendix C-
1/C-3

Identify service providers and refer for provider enroliment
Authorize payment for waiver goods and services

Review and approve provider invoices for services rendered
] Other

Specily:

x E: Participant Direction of Services

E-2; Opportunities for Participant-Direction (3 of 6)

b. Participant - Budget Authority

ii. Participant-Directed Budget Describe in detail the method(s) that are used o establish the amount of the
patticipant-directed budget for waiver goods and services over which the participant has authority, including how
the method makes use of reliable cost estimating information and is applied consistently to each participant.
Information about these method(s) must be made publicly available.
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After the participant's team meets, the SM develops the individualized budget. The budget is based on the
specific support needs of the participant, generic and informal resources availtable, and risk of unwanted out-of-
home placement. Individualized budgets identify the funds that are available for each budget line item. The
amount authorized for other self-directed supports are negotiated based on anticipated costs. The employer signs
all individualized authorizations to indicate their approval and acknowledge their right to appeal. All
individualized authorizations are also reviewed by the State Autism Coordinator and must be approved through
the HCBS Unit before services can begin. All authorizations are reviewed after the quarter to audit the
authorization back to the actual amount of funds wtilized. This information is then considered as the next
authorization is developed.

All Autism Unit Policy reflecting Budget Authority will be available via the Department's website and all
Division Policies are distributed according to a mailing list of stakeholders and inlerested parties.

Appendix F: Participant Direction of Services
E-2: Opportunities for Participant-Direction (4 of 6)

b. Participant - Budget Authority

iii. Informing Participant of Budget Amount. Describe how the state informs each participant of the amount of the

participani-directed budget and the procedures by which the participant may request an adjustment in the budget
amount.

The employer signs all individualized authorizations to indicate their approval of the projected budget and
acknowledge their right to appeal.

The employer is informed of the opportunity to request a Fair Hearing when a request for a budget adjustment is
denied or the amount of the budget is reduced through the Budget Authorization form. The employer signs this
form before services can begin.

Appendix E: Participant Direction of Services

E-2: Opportunities for Participant-Direction (5 of 6)

b. Participant - Budget Authority

iv. Participant Exercise of Budget Flexibility. Select one:

® Modifications to the participant directed budget must be preceded by a change in the service plan.

O The participant has the authority to modify the services included in the participant directed
budget without prior approval.

Specity how changes in the participant-directed budget are documented, including updating the service pian.
When prior review of changes is required in certain circumstances, describe the circumstances and specily the
eatity that reviews the proposed change:

Appendix E: Participant Direction of Services

E-2: Opportunities for Participant-Direction (6 of 6)
b, Participant - Budget Authority

v. Expenditure Safeguards. Describe the safeguards that have been established for the timely prevention of the
08/19/2019



Application for 1915(c) HCBS Waiver: Draft ND.012.02.01 - Jan 01, 2020 Page 90 of 140

premature depletion of the participant-directed budget or to address potential service detivery problems that may be
associated with budget underutilization and the entity (or entities) responsible for implementing these safeguards:

The Fiscal Agent develops an on-line budget balance sheet that indicates total budget, percentage of expenditures
and remaining funds. This information is available to the SMs, The employer receive the same information as
payments are made or on a monthly basis if requested. Employers may also call the Fiscal Agent for updated
information,

The fiscal agent can only release funds that are stated on the authorization,

Fiscal agent provides statements o participants — if trend oceur of participant being short funds iwo monihs ina
row an email is sent to SM to assist family is relooking at their needs stated on the PSP.

Participants are sent monthly statements from the fiscal agent with balance and spending stated on it. SM can
review this information with family to ensure needs are being addressed.

Appendix ¥: Participant Rights

Appendix F-1: Opportunity to Request a Fair Hearing

The state provides an opportunity to request a Fair Hearing under 42 CFR Part 431, Subpart E to individuals: (2) who are not
given the choice of home and community-based services as an alternative to the institutional care specified in Item 1-F of the
request; (b) are denied the service(s) of their choice or the provider(s) of their choice; or, (¢) whose services are denied,
suspended, reduced or terminated. The state provides notice of action as required in 42 CFR §431.210.

Procedures for Offering Opportunity to Request a Fair Hearing. Describe how the individual (or his/her legal representative)
is informed of the opportunity to request a fair hearing under 42 CFR Part 431, Subpart E. Specify the notice(s) that are used to
offer individuals the opportunity to request a Fair Hearing, State laws, regulations, policies and notices referenced in the
description are available to CMS upon request through the operating or Medicaid agency.

The participant's family is given notice of their right to a Fair Hearing if they are not given the choice of Home and Community
Based Services as an alternative to institutional care, are denied the service(s) of their choice, or the providers(s) of their choice;
or whose services are denied, suspended, reduced or terminated. Each service authorization signed by family contains written
notice of the grievance procedures and the right to request a fair hearing, to whom they must address the request, and that
services may continue during the process if they request a hearing before the date of action. Notification of Rights at a minimum
are provided to each waiver recipient by the SM at enroflment, prior to annual Participant Service Plan review, and whenever a
recipient registers a concern regatding services,

The legal decision maker may contact the 8M or Program Administrator for instructions en how fo request & fair hearing. The
fegal decision maker must request a hearing within 30 days of the date of the writter notice. Hearing requests must be forwarded
to Appeals Supervisor, ND Department of Human Services. The legal decision maker may represent the participant at the
hearing or they may have an attorney, relative, friend or any other person to assist them. If the legal decision maker requests a
hearing before the date of action, ND [XHS will not terminate or reduce services uatil a decision is rendered after the hearing or
the legal decision maker withdraws the request for a hearing, if the legal decision maker fails to appear at a hearing, ot it is
decided that the only issue in the appeal is one of federal or state law/policy. The legal decision maker is advised, however, that
if the hearing decision by DHS is not in their favor, the total additional amount paid with Medicaid funds on their behalf may be
considered an overpayment subject (o recovery.

The individual authorizations provide quarterly notice of rights to appeal adverse actions regarding reduction, denial, or
termination of services. Families must sign and return the authorization on a quarterly basis prior to services being initiated for
that quarter. The SMs mail the authorization to families and are available to assist the family with guestions concerning
exercising their rights.

The Program Administrator keeps copies of correspondence regarding Notice of Adverse Actions, signed Participant Service
Plans and Authorizations at the state office.

Parents and legal decision makers ar¢ informed annually or whenever a service is changed of theit tight to appeal.
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Appendix F: Participant-Rights
Appendix F-2: Additional Dispute Resolution Process

a. Availability of Additional Dispute Resolution Process. Indicate whether the state operates another dispute resolution

process that offers participants the opporlunity to appeal decisions that adversely affect their services while preserving
their right to a Fair Hearing, Sefect one:

O No. This Appendix does not apply

® yes. The state operates an additional dispute resolution process

b. Description of Additional Dispute Resolution Process, Describe the additional dispute resolution process, including: (a)
the state agency that operates the process; (b) the nature of the process (i.¢., procedures and timeframes), inciuding the
types of disputes addressed through the process; and, (¢) how the right to a Medicaid Fair Hearing is preserved when a
participant elects to make use of the process: State laws, regulations, and policies referenced in the description are
available to CMS upon request through the operating or Medicaid agency.

The ND Department of Human Services assures that a family/legal guardian, who is dissatisfied with any decision or
action, may request an informal conference in an attempt to resobve the issue. The request for formal conference must be
submitted per HCBS Unit policy. The use of informal conference will not preclude or delay the family/legal guardian's
right to a fair hearing.

The request for an informal conference must be submitted to the State Autism Coordinator within 16 days after the
writlen notice of the determination. The State Autism coordinator shall, within 5 working days of an oral or written
request, for an informal conference convene a conference with the aggrieved party. Within 5 additional working days
after the informal conference, the State Autism Coordinator will issue a written decision. The SM will provide assistance
to the grieved family/legal guardian with submitting an informal appeal and to describe the process of appeal.

Appendix F: Participant-Rights

Appendix F-3: State Grievance/Complaint System
a. Operation of Grievance/Complaint System. Select one:

® No. This Appendix does not apply

O Yes. The state operates a grievance/complaint system that affords participants the opportunity to register
grievances or complaints concerning the provision of services under this waiver

b. Operational Responsibiity. Specify the state agency that is responsible for the operation of the grievance/complaint
system:

c. Description of System. Describe the grievance/complaint system, inciuding: (a) the types of grievances/complaints that
participants may register; {b) the process and timelines for addressing grievances/complaints; and, (¢} the mechanisms that
are used to resolve grievances/complaints. State laws, reguiations, and policies referenced in the description are available
to CMS upon request through the Medicaid agency or the operating agency (if applicable).

Appendix G: Participant Safeguards

Appendix G-1: Response to Critical Events or Incidents
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a. Critical Event or Incident Reporting and Management Process. Indicate whether the state operates Critical Event or
Incident Reporting and Management Process that enables the state to collect information on sentinel events occurring in
the waiver program.Sefect one: '

® Yes. The state operates a Critical Event or Tncident Reporting and Management Process (complete ltems b
through e)

O No. This Appendix does not apply (do not complete Items b through e)
If the state does not operate a Critical Event or Incident Reporting and Management Process, desctibe the process that
the statc uses to elicit information on the health and welfare of individuals served through the program.

b. State Critical Event or Incident Reporting Requirements, Specify the types of critical events or incidents (including
alleged abuse, neglect and exploitation) that the state reguires to be reported for review and foliow-up action by an
appropriate authority, the individuals and/or entities that are required to report such cvents and incidents and the timelines
for reporting. State laws, regudations, and policies that are referenced are available to CMS upon reguest through the
Medicaid agency or the operating agency (if applicable).

The definitions for abuse neglect and expl()itatlonand theroleof the P& A prOJcctale defined in NDCC 25-01.5:
Definitions for child abusc and neglect for individuals under the age of 18 and the tole of child protective services are
contained in NDCC 50-25.1.

For provider managed services the provider will complete a State Form Number 960 to report the alleged abuse or
neglect of a child to Children and Family Services. The reporter must notify the State Autism Coordinator.

Mandated Reporters

The Child Abuse & Neglect Law identifies people mandated to report suspicions of abuse and neglect. This list includes
any physician, nurse, dentist, optometrist, dentaf hygienist, medical examiner or coroner, any othet medical or mental
health professional, religious practitioner of healing arts, school teacher or administrator, school counselor, addiction
counselor, Social Worker, child care worker, foster parent, police or law enforcement officer, Juvenite Court personnel,
Probation Officer, Division of Juvenile Services employee, or member of the clergy having knowledge of or reasonable
cause to suspect that a child is abused or neglected, or has died as a result of abuse or neglect, shall report the
circumstances to the Department if the knowledge or suspicion is derived from information received by that person in
that person's official or professional capacity. A member of the clergy, however, is not required to repost such
circumstances if the knowledge or suspicion is derived from information received in the capacity of spiritual adviser, Any
person having reasorable cause o suspect that a child is abused or neglected may report the circurnstances to the
department.

In erder to fall under the mandate and intent of this law, it is not necessary that the child be physically (in the literal
sense) before the reporter. Any mandated reporters named in NDCC Section 50-25.1-03, who would have knowledge of
or reasenable cause to suspect child abuse or neglect as a result of information provided to them, would be required to
report that belicf, notwithstanding the fact that the child was not physically present before them. If the information
provided to that individual in his or her professional capacity was sufficient to form the basis of a reasonable suspicion
that child abuse or neglect had occurred, then that individual would be responsible for reporting that information as
required by statute.

Mandated reported are required to report any health welfare safety of participant within 24 hours of becoming aware of
issue. The reporter or anyone who has knowledge of child in danger can either call social services and make a verbal
report or by going online and completing a report on the web or manually by completion of SFN 960 ot just by using a
piece of paper and sending it to the social services.

To notify State administration office the SM completes a Critical incident report has supervisor sign and then it is sent to
state office — this must be completed within 3 days of event,
Form: https://www.nd.gov/eforms/Doc/sfn60603 . pdf
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c. Participant Training and Education. Describe how training and/or information is provided to participants (and/or
families or legal representatives, as appropriate) concerning protections from abuse, neglect, and exploitation, inciuding
how participants (and/or families or legal representatives, as appropriate) can notify appropriate authorities or entities
when the participant may have experienced abuse, neglect or exploitation,

SMs provide families with written information regarding their rights (NDCC 25-01.2) and definitions of abuse and
neglect and exploitation. The information will be presented at a level consistant with the family's level of understanding
and wili include contact information to make a report. This information will be provided to families with envoliment into
the program and then annually when compieting level of care reenrollment process. Brochure created by social services

on abuse, neglect and exploitation provided.

d. Responsibility for Review of and Response to Critical Events or Incidents. Specify the entity (or entities) that receives
reporls of critical events or incidents specified in item G-1-a, the methods that are employed to evaluate such reports, and
the processes and time-frames for responding to critical events or incidents, including conducting investigations.
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responsible for assessment/investigation and follow up relative to the report. Reports should be made to the county social
service office where the child is currently physically present.

For individuals age birth through thirteen, for provider managed services, providers must report to CPS as well as P & A
within eight hours of the serious event or ANE occutring or as soon as known.

When & report involving an individual, ages birth through thirteen, is made to Child Protective Services the CPS worker
must begin an assessment within 24 to 72 hours. The timeline wili depend upon the nature and seriousness of the report
as defined in protocol.  The CPS worker is required to make a face-to-face contact with the child within 24 hours, 3 days
or 14 days which is dependent upon the naturc and seriousness of the teport.

The written assessment/investigation with accompanying documentation must be completed and submitted to the regional
child protection supervisor within 62 days unless an extension is requested and approved by the regional child protection
supervisor.

The CPS worker must conduct a face-to-face meeting with the child (subject of the report) within the 62 days of the
assessment petiod,

The Child Protection Social Worker completing the assessment of a report of suspected child abuse or neglect shall
provide notification of the case decision to, the subject of the report. When the case decision is “Services Reguired™, the
nofitication to the subject shall be made face-to—face. If a face-to ~face netification cannot be done, the reason needs to
be documented. When the case decision is “No Services Required, the notification may be made cither face-to- face or by
telephone. Wrilten notice of the case decision is alse made to the subject of the report and to the parent(s) of the
child(ren). Out of respect for the families involved in the assessments process, the report needs to be completed as soon
as possible and notification be made to families of the decision. There is not a specific time frame established for this
notification. For incidents that do not mect child protective services criteria, the report would be referred to P & A or Law
enforcement may also be a referral depending upen the cencerns reported.

The Child Protective Services within the Department of Human Services and its authorized agents (county social services
offices) receive all reports of abuse, neglect or exploitation of a child. An assigned case worker will then review any and
all material pertaining to the report along with personal interviews with identified individuals having any information
regarding reported concerns. This information is given to an intra-disciplinary team of professionals who review and
determine whether a child has been abused or neglects according to definition in state law and whether additional services
are needed. The whole process is required to begin within 24 hours of receiving the initial report as per outlined in the
established guidelines, The Ceniral Office Administrator will follow-up with Child Protective Services concerning status
of the child and reselution of investigation regarding all incidents reported under this section.

Reporters

The reporter brings the concerns of child abuse and neglect to the attention of the CPS agency. The primary responsibility
of the reporter is to provide information regarding the alleped child victim(s}, the persen named as responsible for the
child's health and welfare, and the incident(s), which caused a suspicion of child abuse and neglect. Repotters are
reguired to provide written reports within forty-eight hours il so requested. A written report must contain information
specifically sought by the department if the reporter possess or has reasonable access to that information. In addition, the
reporter should be available to the CPS Social Worker for any further questions about the report,

The state foliows the NDCC 50-23 for determining substantiated abuse and neglect or exploitation.
The decision
Once a Standard Asscssment is completed, Child Protection Services and the local protection team decide whether the
facts gathered during the assessment meet the definitions of child abuse or neglect contained in state law.
When an Alternative Response Assessment is completed on behalf of a substance exposed newborn, a child abuse and
neglect determination is not made; rather, services are put in place during the assessment, in addition to the development
of & suppost system around the infant and family.
Two decisions are possibie. The Department of Human Services will decide that either services are required, or services
are not required.

+"Services Required"—this means that enough evidence was found in the assessment io meet the legal definitions of
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abuse or neglect. This decision will be referred to the  court for review and potential legal action,
+"No Services Required"—this means that the facts in the assessment did not meet the legal standards of abuse or
neglect, The family may be offered the opportunity to volunteer for services.

e. Responsibility for Oversight of Critical Incidents and Events, Identify the state agency (or agencies) responsible for
overseeing the reporting of and response to critical incidents or events that affect waiver participants, how this oversight is
conducted, and how frequently.

All reports and findings submitted to the HCBS Unit for serious events and all other incidents reported as abuse, neglect
and exploitation are entered into a data base maintained by the HCBS Unit. Data will include information regarding
children birth through thirteen years of age from Child Protective Services.

The provider completed an incident report that is forwarded to the state office along with a copy of the abuse and neglect
report if appropriate. The information is entered into a spreadsheet to include date / name and event and if'a 960 report
was filed (abuse and neglect) state office quarterly reaches out to the department that oversees 960 reports and inquires if
any waiver children have had reports and what the outcome is. [f there are substantiated report then the department
reaches out to the assigned county social services and informs them of waiver invelvement and their option to join the
team — state office provides the Service Managers name and contact information to be of assistance in coordination of
service (o prevent re-occurrence.

Frequency is quarierly checks for reports and as reports are sent. This will be added to waiver.

Medicaid agency does not condugt their own independent investigation but does assist with the Child Protection Service
investigation of any critical incidents on a waiver participant.

Medicaid reaches out 1o CPS every quarter to insure all reports on walver children have been communicate to Medicaid
and that Medicaid has been a part of the investigation,

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions (1 of
3)

a. Use of Restraints. (Select one): (For waiver actions submitted before March 2014, responses in Appendix G-2-a will
display information for both restraints and seclusion. For most waiver actions submitted after March 2014, responses
regarding seclusion appear in Appendix G-2-c.}

® The state does not permit or prohibits the use of restraints

Specify the state agency (or agencies) respensible for detecting the unauthorized use of restraints and how this
oversight is conducted and its frequency:

Services within this waiver may not be used to implement discipline techniques or behavioral intervention strategies
that are not age appropriate or that may piace a pasticipant at risk of abuse, neglect or harm such as corporal
punishment, physical or prone restraint, etc. All training, tasks and programs that will be carried out by employees
employed through self-directed supports must be identified in the Service Plan. This waiver will not authorize funds
to implement inappropriate methods.

When challenging behaviors are identified, the SM will request a team meeting to address the issues identified.
Families and employees will receive information defining restraints, restrictive interventions, and seclusion and their
responsibility to report all known incidents of unauthorized restraint,restrictive interventions, and seclusion o Child
Protective Services. For provider managed services the employee will report within twenty-four hours, or as soon as
becoming aware of the situation, to CPS and the Program Administrator.

The HCBS Unit maintains a data base regarding unautherized use of restraints and restrictive interventions. The data
is reviewed al least quarterly by the HCBS Unit.

08/18/2019



Application for 1915(c) HCBS Waiver: Draft ND.012.02.01 - Jan 01, 2020 Page 96 of 140

O The use of restraints is permitted during the course of the delivery of waiver services. Complete Items (-2-a-i
and G-2-a-ii.

i. Safeguards Concerning the Use of Restraints. Specify the safeguards that the state has established
concerning the use of each type of restraint (i.e., personal restraints, drugs used as restraints, mechanical
restraings). State laws, regulations, and policies that are referenced are available to CMS upon request through
the Medicaid agency or the operating agency (if applicable).

ii. State Oversight Responsibility, Specify the state agency (or agencies) responsible for overseeing the use of
restraints and ensuring that state safeguards concerning their use are followed and how such oversight is
conducted and its frequency:

Appendix G: Participant Safegnards

Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions (2 of
3)

b. Use of Restrictive Interventions. (Select one):

® The state does not permit or prohibits the use of restrictive interventions

Specify the state agency (or agencies) responsible for detecting the unauthorized use of restrictive interventions and
how this oversight is conducted and its frequency:

Services within this waiver may not be used to implement discipline techniques or behavioral intervention strategies
that are not age appropriate or that may place a participant at risk of abuse, neglect or harm such as corporal
punishment, physical or prone restraint, ete. All training, tasks and programs that will be carried out by employees
employed through self-directed supports must be identified in the Service Plan. This waiver wiil not authorize funds
to implement inappropriate methods.

When chatlenging behaviors are identified, the SM requests a team meeting to address the issues identified.

Famities and employees will receive information defining restraints, restrictive interventions, and seclusion and their
tesponsibility to report all known incidents of unauthorized restraint, restrictive interventions, and seclusion to Child
Protective Services. For provider managed services the employee will report within twenty-four hours, or as soon as
becoming aware of the situation, to CPS and the Program Administrator.

The HCBS Unit maintains a data base regarding unauthorized use of restraints and restrictive interventions. The data
is reviewed at least quarterly by the HCBS Unit.

O The use of restrictive interventions is permitted during the course of the delivery of waiver services Complete
Items G-2-b-i and G-2-b-ii.

i. Safeguards Concerning the Use of Restrictive Interventions. Specify the safeguards that the state has in
effect concetning the use of interventions that restrict participant movement, participant access to other
individuals, locations or activities, restrict participant rights or employ aversive methods (not including
restraints or sectusion) to modify behavior. State laws, regulations, and policies referenced in the specification
are available to CMS upon request through the Medicaid agency or the operating agency.
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ii. State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring and
overseeing the use of restrictive interventions and how this oversight is conducted and its frequency:

Appendix G: Participant Safeguards

Appendix G-2: Safeguards Concerning Restraints and Restrictive Interventions (3 of
3)

¢. Use of Seclusion. (Select one): (This section will be blank for waivers submitted before Appendix G-2-c was added o
WMS in March 2014, and responses for seclusion will display in Appendix G-2-a combined with information on
restraiints, )

@ The state does not permit or prohibits the use of seclusion

Specify the slate agency (or agencies) responsible for detecting the unauthorized use of seclusion and how this
oversight is conducted and its frequency:

Services within this waiver may not be used to implenient discipline technigues or behavioral intervention strategies
that are not age appropriate or thal may place a participant at risk of abuse, neglect or harm such as corporal
punishment, physical or prone restraint, etc. Al} training, tasks and programs that will be carried out by employees
employed through self-directed supports must be identified in the Service Plan. This waiver will not authorize funds
to implement inappropriate methods.

When challenging behaviors are identified, the SM requests a team meeting to address the concerns,

Families and empioyees will receive information defining restraints, restrictive interventions and seclusion and their
responsibility to report ali known incidents of unauthorized restraint, restrictive interventions, and seclusion to Child
Protective Services. For provider managed services the employee will report within twenty-four hours, or as soon as
becoming aware of the situation, to CPS and the Program Administrator.

The HCBS Unif maintains & data base regarding unauthorized use of restraints and restriclive interventions. The data
is reviewed at least quarterly by the HCBS Unit,

O The use of seclusion is permitted during the course of the delivery of waiver services. Complete Items G-2-c-i
and G-2-c-il.

i. Safeguards Concerning the Use of Seclusion. Specify the safeguards that the state has established
concerning the use of each type of seclusion. State laws, reguiations, and policies that are referenced are
available 1o CMS upon request through the Medicaid agency or the operating agency (if applicable).

ii. State Oversight Responsibility, Specify the state agency (or agencies) responsible for overseeing the use of
seclusion and ensuring that state safeguards concerning their use are followed and how such oversight is
conducted and its frequency:
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Appendix G: Participant Safeguards

Appendix G-3: Medication Management ang Administration (1 of2)

This Appendix must be completed when waiver services are furnished to participants who are served in licensed or unlicensed
fiving arrangements where a provider has round-the-clock responsibifity for the health and welfare of residents. The Appendiix
does not reed to be completed when waiver participants are served exclusively in their own personal residences or in the home of
a family member.

a. Applicability. Sclect one:

® No. This Appendix is not applicable (do not complete the remaining ltems)

O Yes. This Appendix applies (complete the remaining items}
b. Medication Management and Follow-Up

I. Responsibility. Specily the entity (or entities) that have ongoing responsibility for monitoring participant
medication regimens, the methods for conducting monitoring, and the freguency of monitoring.

ii. Methods of State Oversight and Follow-Up. Describe: (a) the method(s) that the state uses to ensure that
participant medications are managed appropriately, including: (a) the identification of potentially harmful practices
(e.g., the concurrent use of contraindicated medications); (b) the method(s) for following up on potentially harmful
practices; and, {c) the state agency (or agencies) that is responsible for follow-up and oversight.

Appendix G: Participant Safeguards

Appendix G-3: Medication Management and Administration (2 of 2)

c. Medication Administration by Waiver Providers

Answers provided in G-3-a indicate you do not need to complete this section

i. Provider Administration of Medications. Select one:

O Not applicable. (do not complete the remaining items)

O Waiver providers are responsible for the administration of medications to waiver participants who
cannot self-administer and/or have responsibility to oversee participant self-administration of
medications. (complete the remaining items)

it. State Policy. Summarize the state policies that apply to the administration of medications by waiver providers or
waiver provider responsibilities when participants self-administer medications, including (if applicable) policies
concerning medication administration by non-medical waiver provider personnel. State laws, regulations, and
policies referenced in the specification are avaifable to CMS upon request through the Medicaid agency or the
operating agency {if applicable).
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iii. Medication Error Reporting. Select one of the following:

O Providers that are responsible for medication administration are required to both record and report
medication errors to a state agency {(or agencies).
Complete the following three items:

(a) Specify state agency (or agencies) € which errors are reported:

(b) Specify the types of medication errors that providers are required to record:

(¢) Specify the types of medication errors that providers must report to the state:

Q providers responsible for medication administration are required to record medication errors but make
information abeut medication errers available only when requested by the state.

Specify the types of medication errors that providers are required to record:

iv. State Oversight Responsibility. Specify the state agency (or agencies) responsible for monitoring the performance
of waiver providers in the administration of medications to waiver participants and how monitoring is performed
and its frequency.

Appendix G: Participant Safeguards
Quality Improvement: Health and Welfare

As a distinci component of the States quality improvemen! stralegy, provide information in the following fields to detail the States
methods for discovery and remediation,

a. Methods for Discovery: Health and Welfare
The state demonstrates it has designed and implemented an effective system for assuring waiver participant health and
welfare. (For waiver actions submitted before June 1, 2014, this assurance read "The State, on an ongoing basls,
identifies, addresses, and seeks to prevent the occurrence of abuse, neglect and exploitation.”)
i. Sub-Assurances:
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A, Sub-assurance: The state demonstrates on an ongaoing basis that it identifies, addresses and seeks to
prevent instancesaf abuse, neglect, exploitation and unexplained death, (Performance measures in this

sub-assurance include all Appendix G performance measures for watver actions submitted before June 1,
2014.)

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following, Where possible, include numerator/denominator.

Performance Measure:

Number and percent of reports where Abuse and Neglect are substantiated,where
follow-up is completed on recommendations for waiver service providers. N: Number
and percent of reports where Abuse and Neglect are substantiated,where follow-up is
completed on recommendations for waiver service providers, D: All substantiated
assessments.

Data Source (Select one):
Critical events and incident reports
If 'Other' is selected, specify:

Responsible Party for
data
collection/generation
{check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
{check each that applies).

State Medicaid 100% Review

Agency

U Weekly

L Less than 100%
Review

U Operating Agency O Monthly

L Sub-State Entity g Representative
Sample
Confidence

interval =

[ Quarterly

U Other Annually LI Stratified
Specify: Describe Group:
O Continuously and N Other
Ongoing Specify:
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U Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysisfcheck each that applies):

L ]

State Medicaid Agency O Weekly
O Operating Agency L] Monthly
4 Sub-State Entity 4 Quarterly
] Other
Specify:
Annually

O Continnously and Ongoing

H Other
Specify:

Performance Measure:

Number and percent of waiver participants who have not attempted elopement.

N:Number and percent of waiver participants who have not attempted elopement.

D:Total number of waiver participants.

Data Source (Select one):
Other
If'Other' is selected, specify:

Report submitted to the state autism coordinator

Responsible Party for
data
collection/generation
(check each that applies):

Frequency of data
collection/generation
fcheck eaqli that applies):

Sampling Approach
(check each that applies):

State Medicaid 0 Weekly

100% Review
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Agency
L Operating Agency U Monthly U Less than 100%
Review
L] Sub-State Entity U Quarterly [ Representative
Sample
Confidence
Interval =
[ Other L] Annually L Stratified
Specify: Describe Group:

Continuously and i Other
Ongoing Specify:
| — -
O Other
Specify

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysisicheck each that applies).

State Medicaid Agency 0 Weekly
] Operating Agency O Monthly
] Sub-State Entity ] Quarterly

L other
Specify:

Annually

C Continuously and Ongoing

a QOther

Page 102 of 140
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

Specify:

Performance Measure:

The number and percent of participants who have a signed Individual Rights and
Service Plan (IRSP), stating they have been informed of their rights including Abuse
& Neglect and reporting procedures. N: The number and percent of participant's
who have a signed IRSP, stating they have been informed of their rights, including A
& N and reporting procedures. D: All IRSPs reviewed from sample.

Data Source (Select one):
Other

1{"'Other’ is sclected, specify:
Secure Electronic database

Responsible Party for Frequency of data Sampling Approach
data coflection/generation (check each that applies):
collection/generation (check each that applies):
(check each thal applies):
State Medicaid U Weekly 100% Review
Agency
[ Operating Agency [ Monthly [ Less than 100%
Review
O Sub-State Entit [ Quarterly [ Representative
Y
Sample
Confidence
Interval =
L] Other U Annually [ Stratified
Specify: Describe Group:
e

Continuously and L Other
Ongoing Specify:

L Other
Specify:
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Data Aggregation and Analysis:

Respensible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies}):

that applies):
State Medicaid Agency L Weekly
] Operating Agency ] Monthly

O Sub-State Entity L Quarterly

O Other
Specify:
Annually

- Continueusly and Ongoing

L] Other
Specify:

-

Performance Measure:

Number and percent of reports where abuse, neglect, exploitation and unexplained
death are substantiated, where follow-up is completed on recommendations for
waiver service providers. N: number of substantiated reports where follow up is
completed. D Total number of reports invelving abuse, neglect, exploitation and
unexplained death.

Data Source (Sclect one):
Record reviews, on-site
If 'Other' is sclected, specify:

Responsible Party for
data
collection/generation
{check each that applies):

Frequency of data
collection/generation

(check each that applies).

Sampling Approach
(check each that applies):

State Medicaid L Weekly 100% Review
Agency
il Operating Agency [ Monthly O Less than 100%

Review
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[ Sub-State Entity [ Quarterly O] Representative
Sample
Confidence
Interval =
0 Other Annually O Stratified
Specify: Describe Group:
U Continuously and ] Other
Ongoing Specify:
[ Other
Specify:
'[ }
Lo

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data agpregation and
analysis(check each that applies):

State Medicaid Agency

0] Weekly

O Operating Agency

U Monthly

O Sub-State Entity

O] Quarterly

U Other
Specify:

Annually

O Continuously and Ongoing

L Other
Specify:

Page 105 of 140
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b. Sub-assurance: The state demonstrates that an incident management system is in place that effectively
reselves those incidents and prevents further similar incidents to the extent possible.

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance {(or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data thar will enable the State to
analvze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analvzed statistically/deductively or inductively. how themes are
identified or conclusions drawn, and how recommendations are formulated where appropriaie.

Performance Measure:

Number and % of ¢critical incidents where root cause was identified. N: Number of

critical incidents where root cause was identified. D: total number of critieal
incidents,

Data Source (Sclect one):
Record reviews, on-site
If'Other’ is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data collection/generation feheck each that applies):
collection/generation (check each that applies):
{check each that applies):
State Medicaid U Weekly 160% Review
Agency
] Operating Agency L] Monthly [ Less than 100%
Review
U Sub-State Entity Quarterly Ll Representative
Sample
Conlidence
Interval =
0 Other Ll Annually L] Stratified
Specify: Describe Group:

L Continunously and 0 Other
Ongoing Specity:

L Other
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Specify:

Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

State Medicaid Agency O Weekly

O Operating Agency O Menthly

U Sub-State Entity O Quarterly

4 Gther

Specify:

Annually

U Continuously and Ongoing

U Other
Specify:

Performance Measure:

Number and % of critical incident trends where systemic intervention was
implemented. N: number of critical incident trends where systemic intervention was
implemented D: total number of critical incident trends identified.

Data Sounrce {Select one):
Record reviews, on-site
If'Other' is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):

State Medicaid C Weekly 100% Review

Agency
O Operating Agency U Monthly L Less than 100%
Review
] Sub-State Entity O Quarterly L Representative
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Sample
Confidence
Interval =

U Other
Specify:

Annually

U Stratified
Describe Group:

Ongoing

g Continuously and

U Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency L] Weekly
O Operating Agency [ Monthly
[ Sub-State Entity O Quarterly
[ Other

Specify:

Annually

U Continuously and Ongoing

U Other
Specify:

}
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. Sub-assurance: The state policies and procedures for the use or prohibition of restrictive interventions
(including restraints and seclusion) are followed,

Performance Measures

For each performance measure the State will use to assess compliance with the statutory assurance {or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will engble the State to
analyze and assess progress toward the performance measure, In this section provide information on the
method bv which each source of data is analyzed siatisticatly/deductively or inductively, how themes are
identified or conclusions drawn_and how recommendations are formulated, where appropriaie,

Performance Measure:

Number and percent of unauthorized restrictive interventions that were
substantiated through investigation, where follow-up is completed as required. N:
Number and percent of unauthorized restrictive interventions that were
substantiated through investigation, where follow-up is completed as required. D:
Total number of unanthorized restraints reported.

Data Source (Select one):
Critical events and incident reports
If 'Othet’ is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data coltection/generation (check each that applies):
collection/generation {check each that applies):
{check each that applies):
State Medicaid L] Weekly 100% Review
Agency
] Operating Agency 0 Monthly 0 Less than 100%
Review
O Sub-State Entity L] Quarterly [ Representative
Sample
Confidence
Interval =
(] Other U Annually ] Stratified
Specify: Describe Group:

e

Continuously and d Other
Ongoing Specify:
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] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies).

that applies):
State Medicaid Agency O Weekly
] Operating Agency ] Monthly

[ Sub-State Entity O Quarterly

D oher
Specify:
Annualfy

[ Continuously and Ongoing

U Other
Specify:

Performance Measure:

Number and percent of reported complaints regarding restraints that were
substantiated through investigation, where follow-up is completed as required. N:
Number of restraint complaints that are substantiated through investigation, where
follow-up is completed as required. D: Total number of substantiated restraint

complaints reported.

Data Source (Select one):
Record reviews, on-site
If 'Other” is selected, specify:

Responsible Party for
data
collection/generation
{check each that applies):

Frequency of data
collection/generation

(check each thar applies):

Sampling Approach

{check each that applies):

State Medicaid L weekly 100% Review
Agency
] Operating Agency L Monthly U Less than 100%
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Review

O Sub-State Entity 0 Quarterly U Representative

Sample
Confidence
Interval =

] Other Annually O] Stratified
Specify: Describe Group:

O Continuously and L] otier

Ongoing Specify:
U Other
Specify:
Data Aggregation and Analysis:
Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each  janalysis(check each that applies):
that applies):
State Medicaid Agency g Weekly
] Operating Agency Ll Monthly
ub-State Entity uarterly
[ sub-state Enti L Quartert
O Other
Specify:

Annually

O Continuously and Ongoing

[ Other
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

d. Sub-assurance: The state establishes overall health care standards and monitors those standards based
on the responsibility of the service provider as stated in the approved waiver.

Performance Measures

For each performance measure the State will use to assess compliance with the statulory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measupe, provide information on the aggre atea’ da! that wu’i en‘ab! th 4

Performance Measure:

Number and percent of participants who have a yearly EPSDT screening, completed
by either their primary care provider or Health Tracks, N:Number of participants
that receive an annual EPSDT screening. D: total number of waiver participants.

Data Source (Select one):
Record reviews, on-site
If'Othet” is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data collection/generation {check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid O Weekly 100% Review
Agency
[ Operating Agency L] Monthiy U Less than 100%
Review
] Sub-State Entity [ Quarterly U Representative
Sample
Confidence
Interval =
a Other Annnally ] Stratified
Specily: Describe Group:
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O Continuously and [ Other
Ongoing Specify:

L] Other
Specify:

.

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each analysis(check each that applies):
that applies):

State Medicaid Agency O Weekly

O Operating Agency J Monthly

L Sub-State Entity 4 Quarterly

[ Other

Specify:

Annually

[ Continugusly and Ongeing

] Other
Specify:

Page 113 of 140

ii, 1f applicable, in the textbox below provide any necessary additionat information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

b. Methods for Remediation/Fixing Individual Problems

i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on

the methods used by the state to document these items.
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policies and procedures.

training to SM if trends are identified.

SMs review incident investigations and implementation of recommendations to prevent reoccurrence, If the issue
cannot be resolved, the SM informs the Autism Services Unit. Quarterly meetings with the Protection and
Advocacy Project to address review of incident report trends, and training activities, incident report system

The state will address trends on this PM through partnership with Protection and Advocacy Project and complete

Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Responsible Party(check each that

Frequency of data aggregation and

applies): analysis(check each that applies):
State Medicaid Agency L Weekly
L] Operating Agency [J Monthly

L] Sub-State Entity

L Quarterly

L] Other
Specify:

Annually

Continuously and Ongoing

L] Other
Specify:

¢. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Health and Welfare that are currently non-operational.

® Ny

O ves
Picase provide a detailed strategy for assuring Health and Welfare, the specific timeline for implementing identified
strategies, and the parties responsible for its operation,

Appendix H: (Juality Improvement Strategy (1 of 3)

Under §1915(c) of the Sccial Security Act and 42 CFR §441.302, the approval of an HICBS waiver requires that CMS determine
that the state has made satisfactory assurances concerning the protection: of participant health and welfare, financial accountability
and other elements of waiver operations. Renewal of an existing waiver is contingent upon review by CMS and a finding by CMS
that the assurances have been met. By completing the HCBS waiver application, the state specifies how it has designed the
waiver’s critical processes, structures and operational features in order to meet these assurances.

« Quality Improvement is a critical operational feature that an organization employs to continuaily determine whether it
operates in accordance with the approved design of its program, meets statutory and regulatory assurances and
requirements, achieves desired outcomes, and identifies opportunities for improvement.
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CMS recognizes that a state’s waiver Quality Improvement Strategy may vary depending on the nature of the waiver target
population, the services offered, and the waiver’s relationship to other public programs, and will extend beyond regulatory
requirements. However, for the purpose of this application, the state is expected to have, al the minimum, systems in place o
measure and improve its own performance in meeting six specific waiver assurances and requirements,

It may be more efficient and effective for a Quality Emprovement Strategy lo span multiple waivers and other long-term care
services, CMS recognizes the valuc of this approach and will ask the state 1o identify other waiver programs and long-term care
services that are addressed in the Quality Improvement Strategy.

Quality Improvement Strategy: Minimum Components

The Quality Improvement Strategy that will be in effect during the period of the approved waiver is described throughout the
waiver in the appendices corresponding to the statutory assurances and sub-assurances, Other docurments cited must be available
to CMS upon request through the Medicaid agency or the operating agency (if appropriate).

In the QIS discovery and remediation sections throughout the application (located in Appendices A, B, C, D, G, and 1), a state
spells out:

= The evidence based discovery activities that wilt be conducted for each of the six major waiver assurances; and
v The remediation activities followed to correct individual probiems identified in the implementation of each of the
ASSUrances.

In Appendix H of the application, a state describes (1) the system improvement activities followed in response o aggregated,
analyzed discovery and remediation information collected on each of the assurances; (2) the correspondent roles/responsibilities
of those conducting assessing and prioritizing improving system corrections and improvements; and (3) the processes the state
will follow to continuously assess the effectiveness of the OIS and revise it as necessary and appropriate.

If the state's Quality Improvement Strategy is not fully developed at the time the waiver application is submitted, the state may
provide a work plan to fully develop its Qualily Improvement Strategy, including the specific tasks the state plans to undertake
during the period the waiver is in effect, the major milestones associated with these tasks, and the entity {or entities) responsible
for the completion of these tasks.

When the Quality Improvement Strategy spans more than one waiver and/or other types of long-term care services under the
Medicaid state plan, specify the control numbers for the other waiver programs and/or identify the other long-term services that
are addressed in the Quality Improvement Strategy. In instances when the QIS spans more than one waiver, the state must be able
to stratify information that is velated to each approved waiver program, Unless the state has requested and received approval from
CMS for the consolidation of muitiple waivers for the purpose of reporting, then the state must stratify information that is related
to each approved walver program, i.e., employ a representative sample for cach waiver,

Appendix H: Quality Improvement Strategy (2 of 3)

H-1: Systems Improvement

a, System Improvements

i. Describe the process(es) for trending, prioritizing, and implementing system improvements (i.c., design changes)
prompted as a result of an analysis of discovery and remediation information.
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The Autism Services Unit is responsible for evaluating the effectiveness and outcomes of the discovery,
remediation, and guality improvement plans, The Unit prioritizes its remediation eflorts to address any problems
that involve client care or health and welfare issues first. The Unit keeps track of its quality improvement cfforts
by maintaining databases and statistics that include applicable timeframes for completion. The Unit uses this
information to make necessary changes to improve quality.

When predetermined performance measures are not met or problems {that are not directly related to participant
care or health, welfare, and safety issues) arve identified, the Unit develops a plan of action. The action plan is
documented and may include providing information to service managers and updating policy/protocol as needed.
If the problem involves client care, health, welfare, and safety issues the problem is addressed immediately.
Policy is updated as appropriate.

ii, System Improvement Activities

Responsible Party(check each that applics): Frequency of Monitoring and Analysis{check each

that applies):
State Medicaid Agency L Weekly
ul Operating Agency L Monthly
U sub-State Entity Quarterly
gl Quality Improvement Committee L Annually
t Other B Other
Specily: Specify:

b. System Design Changés

i. Describe the process for monitoring and analyzing the eflfectiveness of system design changes. Include 2
description of the various roles and responsibilities involved in the processes for monitoring & assessing system
design changes. If applicable, include the state's targeted standards for systems improvement.

The effectiveness of system design changes is evident through ongoing monitoring activities using the established
performarce measures.

ii. Describe the process to periodically evalvate, as appropriate, the Quatity Improvement Strategy.

Based on the review of the Quality Management System, the Autism Services Unit reviews the following on an
anaual basis:

(1} Information Technology needs

(2) Verify quality of data

(3) Verify quality of data analysis

(4) Identily strategy gaps

(5) Review Workflow Process

(6) Review the Sampling Methodology for appropriateness

Following review of the above items, necessary adjustments are made to the Quality Improvement Strategy.

Appendix H: Quality Improvement Strategy (3 of 3)
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H-2: Use of a Patient Experience of Care/Quality of Life Survey

a. Specify whether the state has deployed a patient experience of care or quality of life survey for its HCBS population
in the last 12 months (Select ong):

O No
O ves (Complete item H.2b)

b. Specify the type of survey tool the state uses:

O HCBS CAHPS Survey :
O Ne1 Survey :
O NC1AD Survey !

Q Other (Please provide a description of the survey tool used):

Appendix I: Financial Accountability

I-1: Financial Integrity and Accouniability

Financial Integrity. Describe the methods that are employed to ensure the integrity of payments that have been made for
waiver services, including: (a) requirements concerning the independent audit of provider agencies; (b) the financial audit
program that the state conducts to ensure the integrity of provider billings for Medicaid payment of waiver services,
including the methods, scope and frequency of audits; and, (c) the agency (or agencies) responsible Jor conducting the
Sfinancial audit program. State laws, regulations, and policies referenced in the description are available to CMS upon
request through the Medicaid agency or the operating agency (if applicable).
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All self-directed service payments for respite are made through a contracted Fiscal Agent. The Fiscal Agent disburses
payments for services authorized on the Participant's Service Plan. The Fiscal Agent maintains records of all payments and
account credits which are available on-line to individuals receiving services, the SM, and to the Medicaid agency. If
\families request, a copy of the balance sheet report is malled to them monthly or as requesied, this can also be accessed on
line. Families are made aware of how they can access information through the initial sign up packet which the SM reviews
with the family. The SM reviews actual usage of supports quarterly and updates the individual authorization to reflect
actual amount of contract used. The Fiscal Agent bills throvigh the ND MMIS payment system, by participant, monthly for
the expenses paid on behalf of each participant. The authorization process prevents over billing by the fiscal agent as the
MMIS payment system has edils that prohibit puyments in excess of authorized budge! limits. The Fiscal Agent codes each
payment according to the type of benefit paid and annually produces a report with total pavments for each code. The
contract with the Fiscal Agent requires an annual independent audit, The MMIS payment system, authorizations and Fiscal
Agents fees will be compared every six months by the HCBS Unit to identify and address any discrepancies. The autism
services unil staff monitors monthly budget program spend down reports generated through MMIS payment system and
monthly contract biflings for flscal agent services,

All self directed service payments for assistive technology are made within the HCBS unit with the departments fiscal
division providing oversight. After the authorization is signed/ approved by the State Autism Coordingtor it is given to the
HISP Specialist (to incliude the waiver request form that itemizes the assistive fech).

The HSP Specialist — purchases the identified item approved and has it delivered to the participant’s home. Payments are
made by use of p-card or check requested from the fiscal division. End of each month the p-card would be balanced and
reviewed / approved by the fiscal division.

Fiscal Division reports expenditures to CMS on monthly report.

The State agency responsible for conducting the state's financial audit is the Office of the State Auditor. An audit of the
State of North Daketa Comprehensive Anrual Financial Report is conducted annually by the State Auditor's Office. This
audit involves examining, on a test basis, evidence supporting the revenues, expenditures and disclosures in the financial
statements, assessing the accounting principles used and evaluating the overall financial statement presentation.

An agency audit of the Department of Human Services is performed every two years. This audit Is a result of the statutory
responsibility of the State Auditor to audit each state agency once every fwo years and is a repori on internal control, on
compliance with State and Federal laws, and on efficiency and effectiveness of agency operations.

The State Auditor’s Office is also responsible for performing the Single Audit, which is a report on compliance with
requirements applicable to each major program and on internal conirol over compliance, in accordance with the Single
Audit Act Amendments of 1996 and OMB Circular A-133. The Single Audit is also conducted once every two years.

The state does not require providers to secure an independent audit of their financial statements. the verification of all the
providers qualifications is completed within the MMIS system and oversight completed by the provider enrallment division
of Medicaid.

Appendix I: Financial Accountability
Quality Improvement: Financial Accountability

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Metheds for Discovery: Financial Accountability Assurance:
The State must demonstrate that it has designed and implemented an adequate system for ensuring financial
accountubility of the waiver program. (For waiver actions submirtted before June 1, 2014, this assurance read "State
financial oversight exists to assure that claims are coded and paid for in accordance with the reimbursement methodology
specified in the approved waiver.”)
i Sub-Assurances:

a. Sub-assurance: The State provides evidence that claims are coded and paid for in accordance with the
reimbursement methodology specified in the approved waiver and only for services rendered,
(Performance measures in this sub-assurance include all Appendix I performance measures for waiver
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actions submitted before June 1, 2014.)
Performance Measures

For each performance measure the State will use fo assess compliance with the statutory assurance {or
sub-assurance), complete the foliowing. Where possible, include rumerator/denominator.

how recommendations are formulate F nropriale.

identified or conclusions dr

Performance Measure:
Number and percent of the ASD Waiver clalms paid ont ot the authorized amount. N:
Number and percent of the ASD Waiver claims paid out at the authorized amount. D;
Total number of claims.

Data Source (Select one):
Other

If'Other’ is selected, specify:
Medicaid payment system

Responsible Party for
data collection/generation
(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approachicheck
each that applies):

State Medicaid U weensy 700% Review

Agency

U Less than 100%
Review

U Operating Agency [] Monthly

4 Representative
Sample
Confidence
Interval =

L Sub-State Entity U3 Quarterty

O Other U Annually O Stratified
Specify: Describe Group:

Continuously and L Other
Ongoing Specify
U Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for duta aggregation | Frequency of data aggregation and
and analysis (check each that applies): | analysis(check each that applies):
State Medicaid Agency L Weekly
L] Operating Agency U Monthly
O Sub-State Entity ] Quarterly
L] Other
Specify:
Annually
4d Continuously and Ongoing
U Other
Specifi:
Performance Measure:

Number and % of fiscal agent payment rates that are consistent with the rate
methodelogy in the approved waiver or subsequent amendment. N: number of fiscal

agent payment rates that are consistent with the rate methodology in the approved
waiver or subsequent amendment. D: total number of claims.

Data Source (Select one):
Other

i 'Other' is selected, specify:
Fiscal agent report/MMIS report

Responsible Party for
data collection/generation
(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach(check
each that applies):

State Medicaid U weenty 106% Review
Agency
U Operating Agency ] Monthly O Less than 100%

Review

Ol Sub-State Entity

(] Quarterly

0 Representative
Sample

Page 120 of 140
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Confidence
Interval =
U omer U Annsatty U Seratified
Specify: Describe Group:

Ongoing

Continwously and ] Other

Specify:

U oder
Specifin

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies).

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency

U weekty

U Operating Agency

L Monthiy

L1 Sub-State Entity

L] Quarterly

[ Other
Specifi:

Annually

U Continuously and Ongoing

U Other
Specifi

;
!
i
i
i

VVVVVVV :

Page 121 of 140

b, Sub-assurance: The state provides evidence that rates remain consistent with the approved rate
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methedology throughout the five year waiver cycle.
Performance Measnres

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator.

For riorm 147 vide informati a ea’d ta that w:l! enab!e the tat

Performance Measure:

Number and % of payment rates that are consistent with the rate methodelogy in the
approved waiver. N: number of pavinent rates that are consistent with the rate
methodology in the approved waiver. D: total number of payment rates.

Data Source (Select ong):
Record reviews, on-site
If 'Other' is selected, specify:

Responsible Party for Freguency of data Sampling Approach(check
data collection/generation | collection/generation each that applies):
(check each that applies): | (check each that applies):
State Medicaid L) Weenty 100% Review
Agency
[l Operating Agency [ Monthly C Less than 100%
Review
[ Sub-State Entity Quarterly L Representative
Sample
Confidence
Interval =
R —
t
|
Vo]
] Other H Annually [ Stratified
Specify: Describe Group:

s s s e

O] Continuously and L] Other
Ongoing Specify:

[ Other
Specify
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Data Aggregation and Analysis:

Responsible Party for data aggregation | Frequency of data aggregation and
and analysis (check each that applies):  |analysis(check each that applies):

State Medicaid Agency U weetty
] Operating Agency ] Monthly
L] Sub-State Entity Quarterly
O Other

Specifi:

[ Annually

U Continnously and Ongoing

O Other
Specifin

il. ff applicable, in the textbox below provide any recessary additional information on the strategies employed by the
State io discover/identify probiems/issues within the waiver program, including frequency and parties responsible.

b, Methods for Remediation/Fixing Individual Problems
i. Describe the Siates method for addressing individual problems as they are discovered. Include information

regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.

The claims processing unif reviews all suspended claims and advises the provider if the claim is not properly
coded. The provider will receive a remitiance advice with a cade indicating the cause of the suspension. The
provider and the autism services unif work together to correct the billing error.

Errors in pavments for participants’ claims are directed to designated cortacts of the Fiscal Agent or to the SM.
[ssues are lagged by the SM and discussed as needed with the Autism Services Unit staff. If there are unresolved
issues, Autism Services Unit staff meet with Fiscal Agent mandgement to resolve the specific issues and devise
procedures to avold further ervors. Those meetings occur as needed.

i, Remediation Data Aggregation
Remediation-related Data Aggregation and Analysis (including trend identification)
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Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applics):

State Medicaid Agency [ Weekly
] Operating Agency [] Monihtly
U] Sub-State Entity 0J Quarterly
O Other

Specifiz

...... 4 Anniaily

Continuounsly and Ongoing

L Other
Specify:

¢ Timelines
When the Stcte does not have all elements of the Ouality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Financial Accountability that are currently non-
operational.
® No

O Yes
Please provide a detailed strategy for assuring Financial Accountability, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

a. Rate Determination Methods. In two pages or less, describe the methods that are emploved to establish provider payment
rates for waiver services and the entity or entities that are responsible for rate determination. Indicate any opportunity for
public comment in the process. If different methods are employved for various tvpes of services, the description may group
services for which the same method is employed. State laws, regulations, and policies referenced in the description are
available upon request to CMS through the Medicaid agency or the operating agency (if applicable).
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Service Management and Respite Care are provider managed services in the Autism Waiver, The service delivery is
based on a fee for service model, which reimburses for the delivery of the services and related administrative costs.

Entity responsible for setting paymen! rales is the Medicaid Fiscal department with assistance from HCBS unit,

Assistive technology rate was based off the average expenditure from past years. and the average rales defermined by the
participant using the service,

The rate for service management was based off the correction from previous rate of having three rates based on mileage.
The state determined the average service management rate used ai that time was 13.86 so to correct the error of having a
rural differential rate the state determined the fair rate of 13.86 (which is higher then other case manager rates) was
appropriate to ensiwe continues providers and io encourage new providers. provider Respite rate was determined be
comparing other like service such as Supervision (9.72 per hour) and reviewed curvent payment and was felt this was a
reasonable rate 6.22 per unit or 24.88 per hour

It is unsure when first rates were determined for Respite service. Assistive tech was re-determined this year and Service
Management was corrected this year.

The determination of rates increase will be determined by legislation increases and as the department looks to provider
feed back on rate fee schedules.

The state relooked at all service for this renewal and agreed the rale for respite was appropriate, service management
service is currently higher then other services with same service, so the state determined this to be an acceptable rate,
and assistive tech was based off actual usage. All services have a 3% increase based off of historical Increases from
legisiation,

Al rates had been rebased in 2018.

Rates are across all providers.

Rates and expenditures are shared quarterly with Autism Task Force and posted online.

Public comment is requested for rates within the waiver public comment. Then waiver with rates is posted on the autism
web page and discussed at quarterly Autism Task Force Meeting where the public Is welcomed to come 10,

State complies with 42 CFR 447.205

The participant receives a copy of the authorization quarterly that include the rates being paid for their services.,

Rates are found currently within the posied waiver on the Autism Web page. State is working on posting separately within
the autism web page

b. Flow of Billings. Describe the flow of billings for waiver services, specifying whether provider billings flow directly from
providers to the state's claims payment system or whether billings are routed through other intermediary entities. If
billings flow through other intermediary entities, specify the entities.

The waiver services are delievered, then the provider bills ND MMIS electronically, the claims are reviewed and
anayltized, claims are then paid if accurate or suspended until corrections are submitted.

Participant directed Respite care is assisted by a fiscal agent so parent submiited timesheets with verifled hours — Fiscai
agent pays participants slaff based off of agreed rate and authorization provided and then bills MMIS — ihis claim bumps
up against Service Authorization within system if within approved limits pays.

Assistive technology the participant and team determine a need and acquire a letier of recommendation from a
professional of parent’s choice. Need is identified on PSP, and that this need can be addressed by the purchase of
assistive tech, PSP and letter of recommendation is sent fo state administration and item Is reviewed to fall within the
scope of Assistive technology. If approved, then Human Service Program Specialist assist the participant and family if

Appendix I: Financial Accountability
1.2 Rates, Billing and Claims (2 of 3)

¢ Certifyving Public Expenditures (select one).
® No, state or local government agencies do nof certify expenditires for waiver services.
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O Yes. state or local government agencies directly expend funds for part or all of the cost of waiver services
and certify their state government expenditures (CPE) in lieu of billing that amount to Medicaid.

Select at least one:

L] Certified Public Expenditures (CPE) of State Public Agencies,

Specifv: (a) the state government agency or agencies that certify public expenditures for waiver services; (b)
how it is assured that the CPE is based on the total computable costs for walver services; and, (c) how the state
verifies that the certified public expenditures are eligible for Federal financial participation in accordance with
42 CFR §433.51(b).(Indicate source of revernue for CPEs in ltem I-4-a.)

4 Certified Public Expenditures (CPE} of Local Government Agencies,

Specify: (a) the local government agencies that incur certified public expenditures for waiver services; (b) how it
is assured that the CPE is based on tolal computable costs for waiver services; and, (¢} how the state verifies
that the certifled public expenditures are eligible for Federal financial participation in accordance with 42 CFR
§433.51(0). (Indicate source of revenue for CPEs in ltem {-4-b.)

Appendix I: Financial Accountability
1-2: Raotes, Billing and Claims (3 of 3)

d. Billing Validation Process. Describe the process for validating provider biflings to produce the claim for federal financial
participation, including the mechanism(s) to assure that all claims for payment are made only: (a} when the individual
was eligible for Medicaid waiver payment on the date of service; (b} when the service was included in the participant's
approved service plan; and, (c) the services were provided:
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Annual Level of Care (LOC) are compleied as a prerequisite for waiver service eligibility {see Level of Care
Determination Assurances above). After the determination of the LOC the participant is assigned to a provider of their
choice - The Level of Care determinations are entered into an MMIS payment system file. Only one code can be entered
per individual assuring that services canno! be duplicated. The Individual Rights and Service Plan information
authorizing a waiver service is entered info the MMIS system which includes the service authorized, dales for which
authorized, provider number and Medicaid mumber and rate and frequency. Numerous edits assure that claims are paid
properly. In order for a claim lo be paid for waiver services, the system 1) determines the individual is currently eligible
\for MA, 2) the person has a current level of care screening and code for autism waiver services, 3) the service is
currently authorized by HCBS staff, 4) the billed rate is correct for that individual, provider, or program, 5} unils billed
are within authorized amounts, 6 units billed are within maximum aflowable, 7) there are no competing claims for the
same service and time period, If any of the above are absent from the system or conflict, the claim will suspend or be
denied. The claims reviewer receives a report of suspended claims and the reason for suspension.

For Self Directed Supports, Service Managers complete an individualized authorization document. This is forwarded lo
the state autism coordinator for review and approval. With final state office approval the authorized amount and dates of
service, the rate, and authorized provider are entered into that data system.

Additional checks are in piace to assure services are received as billed. At least every 90 days the SM meets with the
particivant’s legal guardian ensure the Participant Service plan is appropriate and no changes are required. Included in
that review is whether or not the service has been provided and the individual 's satisfaction with it.

In the budget determination process, an authorization document is developed listing the amount and type of service and
the overall budger. When that document is approved by the Pragram Administrator, the information listed above is
enfered into the eligibility file which authorizes and limits billing by the Fiscal Agent. The authorization document is also
then forwarded to the Fiscal Agent where payment limits are established in their paymeni systems. Requests for payment
1o the Fiscal Agent are checked against those records fo determine if payment should be made. Payments by the Fiscal
Agent are made at the direction of the family according to invoices for approved goods and services and timesheels for
direct service providers.

In the event that changes are needed to the budset or adjustments are needed within service categories in the approved
budget, the HCBS Unit staff updates the authorization. At the end of each quarter, a new service authorization
developed.

e. Bifling and Claims Record Maintenance Requirement. Records documenting the audit irall of adiudicated claims
fincluding supporting documentation) are maintained by the Medicaid agency, the operating agency (if applicable), and
providers of waiver services for a minimum period of 3 years as required in 45 CFR §92.42,

Appendix I: Financial Accountability
1-3: Payment (1 of 7)

a. Method of payments -- MMIS (select one):

® Payments for all waiver services are made through an approved Medicaid Management Information System
(MMIS).

O Payments for some, but not all, waiver services are made through an approved MMIS.

Specify: (a) the waiver services that are not paid through an approved MMIS; (b) the process for making such
pavments and the entity that processes payments; (c) and how an audit trail is maintained for all state and federal
finds expended oulside the MMIS; and, (d) the basis for the draw of federal funds and claiming of these expenditures
on the CMS-64:

O Payments for waiver services are not made through an approved MMIS.

Specifi: (a) the process by which payments are made and the entity that processes payments; {b) how and through
which system(s) the payments are processed; (c) how an audit trail is maintained for all state and federal funds
expended outside the MMIS; and, (d) the basis for the draw of federal funds and claiming of these expenditures on
the CMS-64:
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o Payments for waiver services are made by a muanaged care entity or entities. The managed care entity is paid a
monthly capitated payment per eligible enroliee through an approved MMIS.

Describe how payments are made to the managed care entity or entities:

Appendix I Financial Accountability

I-3: Payment (2 of 7)

b, Direct payment. In addition to providing that the Medicaid agency makes payments directly to providers of waiver
services, paviments for waiver services are macle utilizing one or more of the following arrangements (select at least one):

4 The Medicaid agency makes payments directly and does not use a fiscal agent (comprehensive or limited) or a
managed care entity or entities.

(] The Medicaid agency pays providers through the same fiscal agent used for the rest of the Medicaid program.
The Medicaid agency pays providers of some or all waiver services through the use of a limited fiscal agent.
Specify the limited fiscal agent, the waiver services for which the limited fiscal agent makes payment, the functions

that the limited fiscal agent performs in paying waiver claims, and the methods by which the Medicaid agency
oversees the operations of the limited fiscal agent:

A Fiscal Agent is used for self-directed respite service payments. In self-directed respite services, participants direct
timesheets to the Fiscal Agent. The Fiscal Agent pays the respite worker, codes the claims as to specific type, and
bills through the state claims payment system. On-line accounts ave available for participants, the SM monitors
individual budgets, and account balances. Quarterly reports of the Fiscal Agent are available to the Autism Services
Unit and the Fiscal Agent annually provides detail for the 372 reports.

The same Fiscal Agent assures that payments do not exceed the budge! within the individualized authorization,
develop and maintaln employee files, pay the employees the families have hired, pay the vendors selected by the
Sfamilies, and withhold and report all required state and federal taxes and benefits,

Quarterly, the SM reviews with the family the amount of services wtilized and adjust the budget within the
individualized authorization back to actual,

Maonthly contract billings for Fiscal Agent services are reviewed 1o assure they are only billing for individuals
approved to receive waiver services. MMIS data, authorizations and Fiscal Agents fees will be compared every 6

maonths.

Providers are paid by a managed care entity or entities for services that are included in the state's contract with the
entity.

Specify how providers are paid for the services (if any) not included in the state's contract with managed care
entities.
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Appendix I: Financial Accountability
1-3: Payment (3 of 7)

. Supplemental or Enhanced Payments, Section 1902(a)(30) requires that payments for services be consistent with
efficiency, economy, and quality of care. Section 1903(a)(1) provides for Federal financial participation to states for
expenditures for services under an approved state plan/waiver. Specify whether supplemental or enhanced paymenis are
made. Select one:

® No. The state does not make supplemental or enhanced payments for waiver services.

O Yes. The state makes supplemental or enhanced payments for waiver services.

Describe: (a) the nature of the supplemental or enhanced payments that are made and the waiver services for which
these payments are made; (b) the types of providers to which such payments are made; (c) the source of the non-
Federal share of the supplemental or enhanced payment; and, (d) whether providers eligible to receive the
supplemental or enhanced pavment retain 100% of the total computable expenditure claimed by the state to CMS.
Unpon request, the state will furnish CMS with detailed information about the total amount of supplemental or
enhanced payments to each provider type in the waiver.

Appendix I: Financial Accountability
1-3: Payment (4 of 7)

d. Payments to state or Local Government Providers. Specify whether state or local government providers receive payment
Jor the provision of waiver services.

@ No. State or local government providers do rot receive payient for waiver services. Do not complete Item [-3-¢.
O Yes. State or local government providers receive payment for waiver services. Complete liem I-3-e.

Specify the types of state or local government providers that receive payment for waiver services and the services that
the state or local government providers furnish:

Appendix I: Financial Acconntability
I-3: Payment (5 of 7)

e. Amount of Payment to Stare or Local Government Providers.

Specify whether any state or local government provider receives payments (including regular and any supplemental
paviments) that in the aggregate exceed its reasonable costs of providing waiver services and, if so, whether and how the
state recoups the excess and returns the Federal share of the excess to CMS on the quarterly expenditure report. Select
one:

Answers provided in Appendix I-3-d indicate that you do not need to complete this section.

C The amount paid to state or local government providers is the same as the amount paid to private providers
of the same service.

© The amount paid to state or local government providers differs from the amount paid to private providers of
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the same service. No public provider receives paymenis that in the aggregate exceed its reasonable costs of
providing waiver services.

O The amount paid to state or local government providers differs from the amount paid to private providers of
the same service. When a state or local government provider receives payments (including regular and any
supplemential payments) that in the agpregate exceed the cost of waiver services, the state recoups the excess
and returns the federal share of the excess to CMS on the quarterly expenditure report.

Describe the recoupment process:

Appendix I: Financial Accountability
1-3: Payment (6 of 7)

[ Provider Refention of Payments, Section 1903(aj(1) provides that Federal maiching funds are only available for
expendifures made by states for services under the approved waiver. Select one:

® Pproviders receive and retain 100 percent of the amount claimed to CMS for waiver services.

O Pproviders are paid by a managed care entity (or entities) that is paid a monthly capitated payment.

Specifiy whether the monthly capitated payment to managed care entities is reduced or returned in part to the state.

Appendix I; Financial Accountability
I-3: Payment (7 of 7)

g. Additional Payment Arrangements
i. Voluntary Reassignment of Payments to a Governmental Agency. Select one:

® No. The state does not provide that providers may voluntarily reassign their right to direct payments
to a governmental agency.

O Yes. Providers may voluntarily reassign their right to direct payments to a governmental agency as
provided in 42 CFR §447.10{¢).

Specify the governmental agency (or agencies) to which reassignment may be made.

H
i
i
|
i

ii. Organized Health Care Delivery System. Select one:

® No. The state does not employ Organized Health Care Delivery System (OHCDS) arrangements
under the provisions of 42 CFR §447.10.

O Yes. The waiver provides for the use of Organized Health Care Delivery System arrangements under
the provisions of 42 CFR §447.10.
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Specify the following: (a) the entities that are designated as an OHCDS and how these entities qualify for
designation as an OHCDS; (b) the procedures for direct provider enroliment when a provider does not
voluntarily agree 1o contract with a designated QOHCDS; (c) the method(s) for assuring that participants have
Jfree choice of qualified providers when an OHCDS arrangement is employed, including the selection of
providers not affiliated with the CHCDS, (d) the meihod(s) for assuring that providers that furnish services
under contract with an OHCDS meet applicable provider gualifications under the waiver; (e) how it is
assured that OHCDS contracts with providers meet applicable requirements; and, (f) how financial
accountability is assured when an OHCDS arrangement is used:

ifl, Contracts with MCQs, PIHPs or PAHPs.

® The state does not contract with M COs, PIHPs or PAHPs for the provision of walver services.

O The state contracts with a Muanaged Care Organization(s}) (MCOs) and/or prepaid inpatient health plan(s)
(PIHP) or prepaid ambulatory health plan(s) (PAHP} under the provisions of §1915(a)(1) of the Act for the
delivery of waiver and other services. Participants may voluntarily elect to receive waiver and otiier services
through such MCOs or prepaid health plans. Contracts with these health plans are on file at the state
Medicaid agency.

Describe: (a) the MCOs and/or health plans that furnish services under the provisions of §1915¢a)(1}; (b) the
geographic areas served by these plans; (c) the waiver and other services firnished by these plans; and, {d)
how payments are made to the health plans.

O This waiver is a part of a concurrent §1915(b)/§1915(c) waiver. Participants are required to obtain waiver
and other services through a MCO and/or prepaid inpatient health plaw (PIHP) or a prepaid ambulatory
health plan (PAHP). The §1915(h) waiver specifies the types of health plans that are used and how
payments to these plans are made.

O This waiveris a part of a concurrent ?1115/21915(c) waiver. Participants are required fo obtain waiver and
other services through ¢ MCO and/or prepaid inpatient health plan (PIHP) or a prepaid ambulatory health
plan (PAHP). The ?1115 waiver specifies the types of health plans that are used and how payments to tirese
plans are made.

Appendix It Financial Accouniability
i-4: Non-Federal Matching Funds (I of 3)

a. State Level Sonrce(s) of the Non-Federal Share of Computable Waiver Costs. Specifi: the state source or sources of the
non-federal share of computable waiver costs. Select al least ore;

Appropriation of State Tax Revenues to the Stare Medicaid agency
O Appropriation of State Tax Revenues to a State Agency other than the Medicaid Agency.

If the source of the non-federal share is appropriations to another state agency (or agencies), specify: (a) the state
entity or agency receiving appropriated funds and (b) the mechanism that is used to transfer the funds to the
Medicaid Agency or Fiseal Agent, such as an Intergovernmental Transfer (IG1), including any matching
arrangement, and/or, indicate if the funds are divectly expended by state agencies as CPEs, as indicated in Item I-2-
o
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Y
!
]

0 Other State Level Source(s) of Funds.

Specify: (a) the source and nature of funds; (b) the entity or agency that receives the funds, and, (c) the mechanism
that is used to transfer the funds to the Medicald Agency or Fiscal Agent, such as an Intergovernmental Transfer
(IGT), including any matching arrangement, and/or, indicate if funds are directly expended by state agencies as
CPEs, as indicated in Item I-2-c:

Appendix I: Fingncial Accountability
1-4: Non-Federal Matching Funds (2 of 3)

b, Local Government or Other Source(s) of the Non-Federal Share of Computable Waiver Costs. Specify the source or
sources of the non-federal share of computable waiver costs that are not from state sources. Select One:

® Not Applicable. There are no local government level sources of funds utilized as the non-federal share.

O 4 pplicable
Check each that applies:

O Appropriation of Local Government Revenues.

Specify: (@) the local government entity or entifies that have the authority to levy taxes or other revenues; (b) the
source(s) of revenue; and, (c) the mecharnism that Is used to transfer the funds to the Medicaid Agency or Fiscal
Agent, such as an Intergovernmental Transfer (IGT), including any matching arrangement (indicate any
intervening entities in the transfer process), and/or, indicate if funds are directly expended by local government
agencies as CPEs, as specified in Item I-2-c;

0l Other Local Governmient Level Source(s) of Funds.

Specify: (a) the source of funds; (b) the local govermment entity or agency receiving funds; and, (c) the
mechanism that is used to transfer the funds lo the state Medicaid agency or fiscal ageni, such as an
Intergovernmenial Transfer (IGT), including any matching arrangement, and/or, indicate if funds are directly
expended by local government agencies as CPEs, as specified in Item I-2-c:

Appendix I: Financial Accountability
1-4: Non-Federal Marching Funds (3 of 3)

¢, Information Concerning Certain Sources of Funds. Indicate whether any of the funds listed in ltems [-4-a or [-4-b that
make up the non-federal share of computable waiver costs come from the following sources: (a) health care-related taxes
or fees; (b) provider-related donations, andfor, (c) federal funds. Select one:

® None of the specified sources of funds contribute to the non-federal share of computable waiver costs

O The Sollowing source(s) are used
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Check each that applies.
O Health care-related taxes or fees
U Provider-related donations
[J Federal funds

For each source of funds indicated above, describe the source of the funds in detail:

Appendix I: Financial Accountability
1-5: Exclusion of Medicaid Payment for Room and Board

a. Services Furnished in Residential Settings. Select one:

@ No services under this waiver are Sfurnished in residential settings other than the private residence of the
individual.
O 4s specified in Appendix C, the state furnishes waiver services In residential settings other than the personal home

of the individual,
b. Method for Excluding the Cost of Room and Board Furnished in Residential Settings. The following describes the
metfiodology that the state uses to exclude Medicaid payment for room and board in residential settings:

Do not complete this item,

Appendix I: Financial Accountability
I-6: Payment for Rent and Food Expenses of an Unrelated Live-In Caregiver

Reimbursement for the Rent and Food Expenses of an Unrelated Live-In Personal Caregiver, Select one:

® No. The state does not reimburse for the rent and food expenses of an unrelated live-in personal caregiver who
resides in the same household as the participant.

Q Yes, Per 42 CFR §441.310¢a)(2)(i}), the state will claim FFP for the additional costs of rent and food that can
be reasonably attributed to an unrelated five-in personal caregiver who resides in the same houschold as the
waiver participant, The state describes its coverage of live-in caregiver in Appendix C-3 and the costs
attributable to rent and food for the live-in caregiver are reflected separately in the computation of factor D
fcost of waiver services) in Appendix J. FFP for rent and food for a live-in caregiver will not be claimed when
the participant lives in the caregiver's home or in a residence that is owned or leased by the provider of
Medicaid services.

The following is an explanation of: (a) the method used to apportion the additional costs of rent and food attributable fo
the unrelated live-in personal caregiver that are incurred by the individual served on the waiver and (b} the method
used to reimburse these cosis:

Appendix I: Financial Accountability
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1-7: Participant Co-Paymenis for Waiver Services and Other Cost Shaving (1 of 5)

. Co-Payment Requirements. Specify whether the state imposes a co-payment or similar charge upon waiver participants
Jor waiver services. These charges are calculated per service and have the effect of reducing the toial computable claim
Jor federal financial participation. Select one:

® No, The state does not impose a co-payment or similar charge upon participanis for waiver services.

O VYes. The state imposes a co-payment or similar charge upon participants for one or niore waiver services.
i. Co-Pay Arrangement.

Specify the fypes of co-pay arrangements thai are imposed on waiver participants {check each that applies).

Charges Associated with the Provision of Waiver Services (if any are checked, complete Items I-7-a-ii
through I-7-a-iv):

U Nominal deductible
U Coinsurance
Ll Co-Payment
] Other charge

Specifi:

Appendix I: Financial Accountability

I-7: Participant Co-Paymenis for Waiver Services and Other Cost Sharing (2 of 5)

a. Co-Payment Requirements.

ii. Participants Subject fo Co-pay Charges for Waiver Services.

Answers provided in Appendix I-7-q indicate that you do not need fo complete this section.

Appendix I: Financial Acconuntabifity

I-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (3 of 5)

a. Co-Payment Requirements.

iii, Amount of Co-Pay Charges for Waiver Services.

Answers provided in Appendix I-7-a indicate that you do not need to complete this section.

Appendix I: Financial Accountability

1-7: Participant Co-Payments for Waiver Services and Other Cost Sharing (4 of 5)

a. Co-Payment Requirements.

iv. Comulative Maxinmum Charges.

Answers provided in Appendix I-7-a indicate that you do not need to complete this section.

Appendix I: Financial Accountability
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1-7: Participant Co-Payments for Waiver Services and Other Cost Shaving (5 of 5)

b. Other State Requirement for Cost Sharing. Specify whether the state imposes a premium, enrolliment fee or similar cost
sharing on walver participants. Select one:

® No. The state does not impose a premium, enrollment fee, or similar cost-sharing arrangerment on waiver
participants.

O Yes. The state imposes a premium, enrollment fee or sirmilar cost-sharing arrangement,

Describe in deiail the cost sharing arrangement, including: (a) the type of cost sharing (e.g., premium, enroliment
Jee),; (b) the amount of charge and how the amount of the charge is related 1o total gross family income; (¢) the
groups of participants subject to cost-sharing and the groups who are excluded; and, (d) the mechanisms for the
collection of cost-sharing and reporting the amount collected on the CMS 64:

Appendix J: Cost Neutrality Demonsiration
J-1: Composite Overview and Demonstration of Cost-Neutrality Formula

Compasite Overview, Complete the fields in Cols. 3, 5 and 6 in the following table for each waiver year. The fields in Cols.
4, 7 and 8 are anto-calculated based on entries in Cols 3, 5, and 6. The flelds in Col. 2 are auto-calculated using the Factor
D data from the J-2-d Estimate of Factor D tables. Col. 2 fields will be populated QNLY when the Estimate of Factor D
tables in J-2-d have been completed.

Level(s) of Care: ICFAID

Col. | Col. 2 Col. 3 Col 4 Col. § Col. 6 Col. 7 Cal, §
Year |Factor Dj Factor D' Total: D+D Factor G Fuacror G' Total: G+GDifference (Col 7 less Columnd)
1 |19741.32 120678928 140420.24 136368.13 87562.95§ 22393111 8§3510.87
2 [20i67.5 124299 298 144466.86 140459.1 90189.874 230549.04 86182.18
3 |P0580.87 128028.274 148709.08 J44672,95 02895 56 237568.51 88859.43
4 |21402.4 131869118 153271.60 149013.13 9568243 24469556 91423.96
5 2184222 135825. 194 157667.41 153483.33 98552.9(Q 252036.43 94369.02

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimuates (1 of 9)

& Number Of Unduplicated Participants Served. Enter the total number of unduplicated participants from Item B-3-a who
will be served each year that the waiver is in aperation. When the waiver serves individuals under more than one level of
care, specify the number of unduplicated participants for each level of care:

Yable: J-2-u: Unduplicated Participanis

Distribution of Unduplicated Participants by
; Total Unduplicated Number of Participants Level of Care (if applicable}
Waiver Year
{from ftem B-3-a) Level of Care:
ICFAID
Year 1 96 9
Year 2 96
Year 3 96 96

08/19/2018



Application for 1915{c) HCBS Waiver: Draft ND,012.02.01 - Jan 01, 2020 Page 136 of 140

Distribution of Unduplicated Participants by
. Total Unduplicated Number of Participants Level of Care {if applicable)
Whuiver Year .
(from Item B-3-a) Level of Care:
ICF/AID
Year 4 96 4
Year § 9% 96

Appendix J: Cost Neutralily Demonstration
J-2: Derivation of Estimaies (2 of 9)

b, Average Length of Stay. Describe the basis of the estimate of the average length of stay on the waiver by participants in

irem J-2-a.

The 201472015 accepted 372 report was used instead of the 201572016 372 report had not been aceepted at time of
pithlic comment. the average length of stay on this report was 319.4.

Amendment: ND.0842 R(1.03 waiver year #4 accepted 372 report for reporting period November 01,2016 through
October 31,2017 the average length of stay on the waiver is 278.0

Appendix J: Cost Neuirality Demonstration
J-2: Derivation of Estimates (3 of 9)

c. Derivation of Estimates for Each Factor. Provide a narrative description for the derivation of the estimates of the

Jollowing factors.

i. Factor D Derivation. The estimates of Factor D for each waiver vear are located in ltem J-2-d. The hasis and
methodology for these estimates is as follows:

Costs are based on actual expenditures from the CMS 372 report that was approved on August 11, 2017 for the
first year of the ASD waiver and comparable state services with the anficipated number of ASSD waiver users as
96 this number is based on the direction of updated legislation regarding waiver capacity.

AMENDMENT: this costs were increased b 2% and 2.5% legisiation increases given this past session, with 2%

given the remain years.

It is believed the agency service will carry just less than 2/3s of the respite service and independent respite having
173, It is also believed some families will not have a need for formal respite services.
Assistive Technology has an average cost for year 2017/2018 of 865.17 this amount was increased by 3% each

year,
ii. Factor D' Derivation. The estimales of Factor D' for each waiver year are included in ftem J-1. The hasis of these

estimates is as follows:

is based off the last vear of the approved waiver with a 3 % increase for each year.
Year five of waiver ND.0842.R01.03 was based off of the reported D' on the 2014/2015 accepted 372 report. this
number was increased by 3% for year one of this application and every year thereafter with the assumption that

legislation will allocate this increase when in session.
AMENDMENT: these mumbers were adjusted to reflect the 2% and 2.5% increases that were given by legisiation

this past session followed by 224 remaining years increase to follow past legisiation.
iii. Factor G Derivation, The estimates of Factor G for each waiver year are included in Item J-1. The basis of these

estimates is as follows:
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A state generated report Is used to calculate the G factor. The ( factor is based on the current average Medicaid
costs for hospital, NF, or ICF/AID services for those individuals eligible for the HCBS waiver minus the average
ICF/AID recipient liability. the year five of the amended waiver was determined at 132,390.24 (Oct 30.2017) -
this amount was increased by 3% each year of the renewal. AMENDMENT: these increases were corrected to
reflect the 2% and 2.5% increases given by past legislation session, followed by 2% remaining vears increase fo
follow past legisiation..

iv. Factor G' Derivation. The estimates of Factor G' jor each waiver year are included tn ltem J-1. The basis of these
estimates is as follows:

the state determined the estimate 1o be the year five of approved amended waiver at 83012.60. this was increased
by an estimated 3% each year.,

The first year of G' was based on the vear five data of waiver ND.0842.R01.03. year five data was based off of
data form MMIS on envolled participants with the addition of the estimated cost of ABA service being
76000.00.(Since providers of ABA have not consistently billed for ABA service this is still an estimated cost of
service.) This was then increased by 3% for year one of this application and every year thereafter with the
assumption that legislation will allocate this increase when in session. AMENDMENT. these numbers were
amended ta reflect the actyal 2%/ 2.5% increases for year 2019 and 20620 received from legislation this past
session, followed by 2% remaining years increase to follow past legislation.

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (4 of' 9)

Component management for waiver services. [f the service(s) below includes two or more discrete services that are reimbursed
separately, or is a bundled service, each component of the service must be listed, Select “manage components” to add these
components.

Walver Services

Respite

Service Management

Assistive Technology

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (5 of 9

d. Estimate of Factor D.

i. Non-Concurrent Waiver. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Comporent items. Select Save and Calculare to
automatically calculate and populate the Component Costs and Total Costs flelds. Alf fields in this table must be
completed in order to populate the Factor D fields in the J-1 Composite Overview table.

Watver Year: Year I

Caiver Servi . Compongit
Waiver Service! Unit # Users Avg. Units Per User Avg. Cost/ Unir " Tutal Cost
Companont Cost
Respire Total: 72104216
Self-directed I"N " I | 32l | 1632, OOI | 4 24|| 221429.76
GRAND TOTAL: 189516696
Total Estimated Unduplicaicd Partielpants: o4
Fector P (Divide tolal by number of porticipants): 1974132
Average Length of Stuy on the Waiver: 37 9]
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H AY: e C 2
Waiver Service/ Unit # Users Avg. Units Per User Avg. Cost/ Unit omposent Total Cost
Component Cost
Agency EI,’/J hr. I l 60’ I 1634. 00' | 5.81' 56961240
Service Manngemeni 038044.80
Total: :
Service Management ["W—_—l I 96' I 705 OOI | 13 86' 938044.80
Assistive Technology 166080.80
Tofal: i
Assistive Technology li!em H l 9,{' ! 2 00! ! 865 00' 16608000
GRAND TOTAL: IRGS165.9%
Total Estimated UndupHeated Perticlpunts: 2%
Factor I {Divide tolil by niimber of partivipants): 1974132
Average Length of Stayp on the Waiver: I 3 j Ql

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (6 of 9)

d. Estimate of Factor D,

i, Non-Concurrent Waiver, Complete the following table for each waiver year. Enter date into the Unit, I Users, Avg.
Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component iteins. Select Save and Calculate to
awtomatically calculate and populate the Component Costs and Total Costs fields. A1l fields in this table must be
completed in order 1o populate the Factor D fields in the J-1 Composite Overview table.

Waiver Year: Year 2

Waiver Service/ Component

Unit # Usery fvg, f 4 2 A i 18
Component i sery Avg, Units Per User Avg. Cost/ Unit Cost Total Cost

Reaspite Total: 80802936

e | 3

Agency II/HW—I | 60!

Service Management

1632. 00|

d 34' 226652.16

1634.00}

5_93' 581377.20

956995.20
Total: 2
Service Management  {[70 " I o4 I 708, 00' I 4. ]4' 956995.20
dssistive Technoly,
< siive feclnotogy 171062.46
Total:
Assistive Technology I“‘em I | 96' | 2 00' | 800, 95| 171062.40
GRANT TOTAL: 19361186, 95
Twtal Estimated Unduplicated Parccipants: 73
Facter D (Divide total by number of partlcipants): HNUBLST
Average Length of Siay on the Waiver: 3 ]9'

Appendix J: Cost Neutrality Demonsiration
J-2: Derivation of Estimates (7 of 9)

d. Estimate of Factor D.
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i, Non-Concurrent Waiver. Complete the following tabie for each waiver year. Enter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit flelds for all the Waiver Service/Component items. Select Save and Calculate 1o
automaiically calculate and populate the Component Costs and Total Costs fields. All fields in this table must be
completed in order to populate the Factor D fields in the J-1 Composite Overview table.

Waiver Year: Year 3

_ "
Waiver Service/ Unit # Users Avg, Units Per User Avg. Cost/ Unit Companent Total Cost
Conipanent Cost
Respite Total: 828480.00
Sl i
Self:dirccted F/”"—I | 3 2| | 1632, 00' I 44 5" 232396.80
r— 7| I | %
Service Management 98068320
Total: i
Service Meanagemen! II/J P I | 96‘ I 703 00' | 14 49' 98068320
Assistive Technology 176194.56
Total: ’
Assistive Technology Ii{em I I 96] 1 2 OOI I G917 68] 176194.56
GRAND 10TAL: T985357. 7
Total Estiviated Unduplivated Participants: o6
Fyctor 1 (Divide torgl by pumber of participants); 20680.87
Average Length of Stay on the Waiver! 3 ]9|

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (8 of 9)

d. Estimate af Factor D.

i, Non-Concurrent Waiver. Complete the following table for each waiver year. Enter data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit flelds for all the Waiver Service/Component items. Select Save and Calculate to
automatically caleulate and populate the Component Costs and Total Costs fields. All fields in this table must be
completed in order to populate the Factor D fields in the J-I Composite Overview table.

Waiver Year: Year 4

HWuiver Servige/ Uit # Users Avg, Units Per User Avg. Cost/ Unit Component Total Cost
Component Cost
Respite Total: 844422.72
Selfdivecte i
Self-directed 177 o 32[" 7632, 00' | 4 53' 23657472
IET— | 60II| 63404 52| orsese
Service Manngement 102873600
Tod: )
Service Management l I | 9 ﬂil 705 00! | 152 Ol TO28736.140
GRAND TUTAL: 2054639.04
Toral Estimared Unduplicated Porticipants: 28
Fuctor 1Y (Divide total by number of participants): 210249
Average Length of Stay on the Waiver: 3/ 9!

08/19/2019



Application for 1915(c) HCBS Waiver: Draft ND.012.02.01 - Jan 01, 2020 Page 140 of 140

Walver Service/ . Compoenent .
Aver Servc Unit # Users Avg. Units Per User Avg, Costy Unit 4 Total Cost
Component Cost

Assistive Technology 181480.32
Total:
Assistive Techaniogy Im—l | 96' I 200| I 04521 181480.32
GRAND TOTAL: 2054639.04
Total Estimated Unduplicated Particip 9
Facter D (Divide total by number af participantsy: 214002.49
Average Length of Stay on the Walver: 3 [ 9|

Appendix J: Cost Neutrality Demonstration
J-2: Derivation of Estimates (9 of 9)

d. Estimate of Factor D.

i Non-Concurrent Waiver, Complete the following table for each waiver vear. Ernier data into the Unit, # Users, Avg.
Units Per User, and Avg. Cost/Unit fields for all the Waiver Service/Component items. Select Save and Calculate to
automatically calculate and populate the Component Costs and Total Costs fields. Al flelds in this lable must be
completed in order to populate the Facior D fields in the J-1 Composite Overview table.

Waiver Year: Year 5

Watver Service/ Unit ¥ Users Avg. Units Per User Avg. Cost/ Unit Component Total Cost
Component Cost
Respite Total: BO0887.68
Self-directed IU"( P I l 32I | 1632, 00] l 4 62' 24127488
Agency [ | ol 1634.00|| 6.32]| 6t06i280
Service Management 1049040.00
Total: )
Service Marnagement I‘W i I | 96‘ l 765 00| l i5 5(/I 1049040.00
Assistive Technology
Toral; 18692544
Assistive Technology 92' ' 20 ol I 973 57| 186925.44
GRAND YOTAL 209585112
Total Estimated Unduplicated Participants: 2%
Factor I (Pivide total by number of participants) 21842.22
Average Length of Stay on the Waiver: 3 ]9|
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